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From the Field . . 


Vegetables furnish very necessary mineral 
elements to the human system. While cer- 
tain of these elements are common to most 
vegetables, each vegetable has its own in- 
dividual health-giving value. Therefore, 





those who feed the public should not only 
feature vegetables but should serve them in iD) tN M (OR 
a wide variety. 


Edelweiss vegetables are packed fresh Jo HN SEXTON & Co. 


from the field. This immediate handling re- 
tains that extra margin of goodness found 
only in the dewy succulence of the fresh veg- 
etable—a value that all too quickly escapes 
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pared so as to retain its natural appearance, 


ESTAB 1SH 


ordinary handling. Each vegetable is pre- Unalsy,\ohus - Saarviere 


making your service most inviting. 


Edelweiss offers a complete assortment of Sexton Specials offer outstanding values in foods 
vegetables packed in the economical number prepared exclusively for those who feed many 


ten container—each can chock full. people each day. 
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Just in Passing — 


Our cover design 


this month shows one of the ancient 
entrances of the Hotel Dieu, said to 
have been founded in Paris in 600 
A.D., by St. Landry, Bishop of Paris, 
in his palace. The hospital possesses 
the distinction of being the oldest 
hospital in the world, there being no 
similar institution which can show an 
uninterrupted record of over twelve 
centuries spent in caring for the sick 
poor. About the year 1200 the hos- 
pital was moved from the gloomy old 
palace to a new building, to which 
later many additions were made. Our 
reproduction shows one of the build- 
ings as it appeared in the fifteenth 
century. In 1737 and again in 1772 
the hospital was destroyed by fire. 
It was promptly rebuilt and stands 
today on its original site on the Ile 
de Cité close to the Cathedral of 
Notre Dame. 


Hivsrrratetein 
istration is at last coming into its 
own! In his address to the jury, 
Hauptmann’s attorney attempted to 
cast doubt on the standing of a phy- 
sician by pointing out that he was 
not connected with any hospital. 

“Now you know and I know from 
our experience,” declared Mr. Reilly, 
“that every respectable, high-stand- 
ing professional man is always con- 
nected with some hospital if he is 
a physician or if he is a lawyer is 
connected with some bar association. 
He is consulting surgeon or he is 
administrating medical man or he is 
diagnostician or he is something. It 
is his standing in the profession.” 

This bouquet in the public press 
was offset by an attack from another 
quarter. Cal Tinney, writing in the 





Published the first of each month by 

















Printed in U. S. A. 


THE MODERN HOSPITAL PUBLISHING CO., Inc. 


Charter member Audit Bureau of Circulations 
919 NORTH MICHIGAN, CHICAGO—Telephone, Superior 6402 
NEW YORK OFFICE—101 Park Avenue. Telephone, Ashland 4-2445 


SUBSCRIPTION—United States and Possessions, $3.00. Canada and Foreign, $4.00. 
Single copies (current), 35 cents. Back copies, 50c to $1.00. 


Copyright, 1935, by THE MODERN HOSPITAL PUBLISHING CO., INC. Entered as second-class matter Oct. 1, 1918, 
at the Post Office at Chicago, Ill., under the act of March 3, 1879. 





























lol. 44, No. 3, March, 1935 












































New York Evening Post, urged that 
the federal housing administration 
should be directed to build more log 
eabins so that politicians may be born 
in them. “I feel sorry for the gen- 
eration of politicians coming up,” Mr. 
Tinney declares. “They can’t say 
they were born in anything so humble 
as a log cabin. The best they can 
say is, ‘I was born in a free ward.’ 
It will be aggravating to discover you 
can visit your birthplace only at vis- 


iting hours.” 
Me. TINNEY 


need not feel too badly. The crop 
of potential politicians has not been 
entirely destroyed by drought or the 
AAA. Even yet two-thirds of the 
births in this country occur outside 
of hospitals. In the rural areas this 
is sometimes true because of lack of 
hospital facilities. This issue of The 
MopERN HOSPITAL discusses the ques- 
tion of rural hospital facilities from 
several angles — architectural, finan- 
cial, administrative. The facts brought 
out in the various articles deserve 
the closest study by all who are in- 
terested in hospitals, in the public’s 
health and in the rural population. 


Decroz RAN- 
KIN lays the basis for the issue in 
the leading article which discusses 
the purpose and function of rural 
hospitals, as well as some of their 
unique problems. A special feature 
is the portfolio of plans and pictures 
of small community hospitals in vari- 
ous parts of the country, with com- 
ments by our architectural adviser. 
What farm people themselves really 
think about their hospitals and their 
hospital needs is outlined in Mr. 
Streeter’s article (page 65) based on 
an actual survey. Canadian experi- 
ence with small hospitals is presented 
by Doctor Agnew, Doctor Routley and 
Doctor Middleton. 


io quality of 
medical service in rural areas is of 
even more importance than the quan- 
tity. Through an unusual arrange- 
ment between the local hospital and 
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HE MADE ETH 


| SAKE for sh 


The DISCOVERY by Drs. Long and 
Morton of the anesthetic value of Ether 
remained limited in its usefulness until 
proper methods for the manufacture of a 
pure and uniformly potent product could 


be developed. 


Originally Ether was made by the open- 
fire, intermittent distillation method. This 
method involved considerable fire hazard 
and required skill in selecting the proper 
fraction of the distillate to be used for anes- 
thesia. It was in 1853 that Dr. E. R. Squibb 
perfected his process for the manufacture 
of Ether by continuous steam distillation. 
His process made Ether safe for anesthesia. 
So painstakingly had he studied the con- 


ditions requisite for making pure anesthetic 
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Ether that today, eighty-two years later, the 


same essential methods are employed in 
preparing Squibb Ether, renowned for its 


reliability. 


Today, as then, the name “Squibb” on 
the Ether you use is an assurance of purity, 
safety, uniformity and effectiveness. The 
Squibb copper-lined container prevents the 
formation of aldehydes and peroxides, and 
reduces the possibility of untoward post- 
operative effects. Squibb Ether gives better 


results. 


Other Squibb Anesthetics—Procaine 
Hydrochloride Crystals—Chloroform. 


7s €§E. R. Sovins & Sons, Anesthetic Dept., 
7803a Squibb Bldg., New York City 
Please send me a copy of your illustrated 
booklet, ‘“‘A Suggested Technique for Ether 


i 
i 
‘ | Administration.” 
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a group of forward-looking physi- 
cians a small Wisconsin town has 
become a medical Mecca for a large 
rural population. This achievement 
will be described next month by one 
of the participating physicians. 


WV HILE _hospi- 


tals in other states have been un- 
happy over neglect by FERA, the 
hospitals of New Jersey have been 
fortunate in having a sympathetic 
and intelligent state relief adminis- 
tration that has agreed to pay for 
the care of indigent cases wherever 
this is necessary for the continuance 
of free services. The details of New 
Jersey’s interesting plan will be pre- 
sented by an officer of the state 
emergency relief administration next 
month. 


‘how day of the 
“muck-rakers” may be past. Occa- 
sionally an abuse greatly needs ex- 
posure, however. Next month The 
MODERN HOSPITAL will tell the story 
of abuses in the manufacture and 
sale of corrective surgical appliances. 


s ' WO new features 
of the magazine will appear for the 
first time next month. One will be 
a digest of current hospital literature. 
The other will be a much more com- 
prehensive news service from all 
parts of the United States. 


FLASHES FROM THIS ISSUE: 

“More than half the general hospi- 
tals in the United States are fifty-bed 
capacity or less.” Page 45. 


“The time has passed when the mat- 
ter of color can be left to the willing 
hands but debatable taste of a house 
painter.” Page 46. 


“Managers of hospitals with old 
buildings who feel that there is a cry- 
ing need for replacement and no likeli- 
hood of collecting the necessary funds 
could well study plans for rehabilita- 
tion instead.” Page 75. 


“A study of small hospital distribu- 
tion reveals large areas inadequately 
covered, while in other more closely 
settled districts almost every little 
town has a tiny hospital, perhaps two.” 
Page 68. 
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The Hospital Barometer 





Occupancy in both govern- 
mental and nongovernmental 


1933 
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GOVERNMENTAL HOSPITALS _ en ee 





hospitals increased in Jan- ™ 
uary, as is customary follow- 

ing the Christmas holidays. ™ 
The nongovernmental hos- “ 


pitals showed a rise of 2.3 
per cent and the govern- 


| 74.9% Norme! (1930) Governmental Hlospitels 
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mental institutions of 1.2 per 70 

cent. The nongovernmental ~~ [___________- ~~~ ~~~ ---- 

hospitals were 2.2 points 60 62.0% Normal (1930) Non-Governmental Generel Hospitels 
above the figure for January, 

1934, but the governmental 59 | NON-GOVERNMENTAL HOSPITALS 

hospitals were 2.7 points be- 

low last year’s figure. Start- 40 








ing with January one addi- 














tional governmental hospital 
is reporting from Chicago. 

Hospital building projects revived somewhat following 
the holidays. From January 14 to February 11 thirty-one 
projects were reported. Of these twenty-three reported 
the estimated costs, amounting to $6,013,000. Tweny-two 
of the thirty-one projects were for additions to existing 
hospitals, seven were for new hospitals, one for a nurses’ 
home and one for alterations. 

General business conditions showed a definite upward 
tendency in January and early February. Industrial pro- 
duction, which in December equaled the 1934 high after 
due allowance for seasonal variation, has shown a further 
gain since the first of the year, the U. S. Bureau of For- 
eign and Domestic Commerce reports. In the week ending 
February 2 two business indicators which have lagged here- 
tofore made sharp gains. These are freight car loadings 
and lumber production. These increases, together with the 
gains in automobile and cotton textile output, resulted in 





an advance of 1.5 points in the composite index of business 
activity. Some of the forecasters, however, were predicting 
a falling off of activity in the spring and summer due to 
business fear of governmental action in Washington. 

The general index of commodity prices of the New York 
Journal of Commerce attained a new recovery peak at 80.2 
on February 16, the highest point reached since September, 
1930. (1927-29 = 100.) Grain and food price advances were 
largely responsible for the rise. The index of grain prices 
advanced from 87.8 on January 26 to 88.7 on February 16, 
while general food prices went from 79.8 to 81.3 during 
the same period. High meat prices as well as some of the 
other advances result largely from last summer’s drought. 
Textile prices remained practically unchanged. Fuel ad- 
vanced from 80.8 to 81.3, but building materials dropped 
from 92.8 to 92.1. The index for prices of drugs compiled 
by the Oil, Paint and Drug Reporter rose slightly. 





OCCUPANCY FIGURES OF HOSPITALS IN VARIOUS STATES AND CITIES 








Census Data on Reporting 
Hospitals! 









1934 








Type and Place Hospitals Beds? 


June | July Sept. | Oct. 








Nongovernmental 
New York City? ........ 68 15,194 69.0 | 70.0 | 73.0] 75.0 | 75.0 | 75.0*| 66.0 | 62.0 | 61.0 | 66.0 | 68.0 | 68.0* 68.0* 
pO ree 58 9,772 58.0 | 62.0 | 63.0 | 63.0 | 63.0 | 61.0 | 61.0 | 59.0 | 58.0 | 60.0 | 61.0 | 58.0 |) 58.0* 
Washington, D. C....... 9 1,763 61.7 | 65.0 | 67.2 | 65.8 | 62.8 | 62.8 | 58.4 | 59.3 | 60.7 | 65.4 | 65 61.8 | 72.0 
N. & S. Carolina........ 98 5,734 54.0 | 57.3 | 59.2 | 59.4 | 59.6 | 62.1 62.6 | 62.3 | 60 9 | 61.1 | 60.9 | 56.8 60.9 
New Orleans............ 7 1,196 42.4 | 43.4 | 46.5 | 42.1 | 43.2 | 48.4 | 43.3 | 52.1 49.5 | 49.5 | 47.7 | 44.9 47.7 
San Francisco .......... 15 2,825 59.5 | 63.0 | 61.9 | 61.6 | 60.3 | 58.1 | 56.8 | 56.9 | 60.8 | 64.2 | 63.2 | 62.0 62.0% 
St. Paul... << i Pra<ércaonceigan 6 912 51.8 | 53.8 | 49.4 | 50.7 | 47.3 | 49.1 | 44.9 | 45.7 | 43.4 | 39.1 | 45.8 | 45.8 | 41.5 
a ee 22 5,866 53.1 | 53.5 | 53.3 | 55.4 | 56.5 | 57.7 | 57.3 | 59.3 | 55.6 | 56.9 | 57.9 | 54.5 | 57. 
a SS eee 14 3,100 57.0 | 58.0 | 58.0 | 61.8 | 59.9 | 61.3 | 60.0 | 58.4 | 56.7 | 57.8 | 57.7 | 56.5 62.0 
NS a aactsaracere-cbiosid 297 46,362 56.3 | 58.4 | 59.1 | 59.4 | 58.6 | 59.5%] 56.8 | 57.2 | 56.3 | 57.7 | 58.6 | 56.5*, 58.8* 








Governmental 



















































New York City......... 16 11,615 100.7 |100.0 {105.0 |103.7 ]101.9 | 93.7 | 91.3 | 89.5 | 88.3 | 89.4 | 91.0 | 92.9 | 96.7 
NOW JQPRGY ccc ccvcces 6 2,122 89.0 | 94.0 | 93.0 | 91.0 | 90.0 | 86.0 | 85.0 | 80.0 | 80.0 | 83.0] 81.0 | 78.0 78.0 
Washington, D. C....... 2 1,076 87.1 | 88.3 | 83.2 | 84.3 | 84.7 | 84.7 | 79.0 | 80.2 | 81.7 | 78.1 | 84.8 | 77.6 | 86.6 
N. & 8. Carolina........ 12 1,197 58.6 | 65.8 | 66.4 | 66.8 | 64.5 | 69.4 | 70.6 | 66.9 | 64.0 | 67.0 | 68.3 | 64.7 | 65.4 
New Orleans............ 2 2,220 106.6 112.5 {129.5 [136.4 |127.1 1137.9 |148.7 [152.4 ]148.9 [129.3 [131.6 [130.5 131.8 
San Francisco........... 3 2,315 44.0 | coe | FO. | OO.2 E ¥a.e | COE 1 17.9 | 24.4 ft 72.7 | 78.1 74.2 | 74.2 
_ eee 1 1,050 79.8 | 78.5 | 76.9 | 76.3 | 76.1 73.2 | 69.0 | 68.0 | 67.3 | 66.8 | 68.5 | 68.8. 68.8 
NS iiaaiaicte Gacacuerwies 3 3,500 92.8 | 94.3 | 93.2 | 94.6 | 91.1 | 87.5 | 84.8 | 83.7 | 83.1 | 84.8 | 87.0 ] 84.7 | 89.0 

OS aa re 14 25,102 87.8 | 88.8 | 90.8 | 91.2 | 89.5 | 88.8 | 88.1 87.3 | 85.9 | 83.9 |- 86.3 | 83.9 | 85.1 











averages. These averages are used in the chart above. 


1Insofar as possible hospitals for tuberculous and mental patients are excluded 
census data are for the most recent month. 2Including bassinets, in most instances. *Includes only general hospitals. ‘The occupancy totals are unweighted 
*Preliminary report. 






as well as hospital departments of jails and other institutions. The 
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The Rural Hospital —Its Purposes 


and Management 


By W. S. RANKIN, M.D. 


Director, Hospital and Orphan Sections, The Duke Endowment 


stood to include general hospitals of from 
twenty-five to fifty-bed capacity located in 
counties of from 15,000 to 50,000 population. Such 
counties usually have a county town or county seat 
with a population of from 2,000 to 10,000 people 
and some six or eight smaller towns and villages, 
with populations ranging from 500 to 2,000, so 
located as to supply convenient trading centers. 
There are 3,073 counties in continental United 
States. Approximately 166 
of these counties have pop- 
ulations in excess of 100,- 
000 persons. This usually 
means a large town of 25,- 
000 population or more. 
We may expect to find in 
practically this entire 
group of counties some 
sort of a general hospital, 
either a general hospital 
owned and maintained by 
the county or the county 
town or jointly by the 
county and the town, or by 
some charitable, religious 
or fraternal organization, 


y 1HE term rural hospital as here used is under- 





Doctor Rankin here emphasizes the 
potnt that the larger purpose of a 
rural hospital 1s not to give isti- 
tutional care to twenty or forty seri- 
ously ill patients, but to build up a 
professional service that takes care 
not only of the few seriously ill 1m the 
mstitution but that takes care of the 
sick throughout the entire county 


or by some individual or individuals, that is, a pri- 
vate hospital. 

In 1,300 of the remaining 2,907 counties there 
are no general hospitals of any kind. In the 1,607 
counties intermediate in population between the 
larger counties with the large towns and hospitals 
and the 1,300 rural counties without any hospitals, 
there are general hospital provisions. Some of the 
hospitals in this intermediate group are proprie- 
tary hospitals. Many are too inadequate in size and 
support to supply the area 
served with anything but 
minimum provisions. By 
minimum provisions we 
have in mind one bed per 
1,000 population. Gener- 
aliy speaking, we may as- 
sume that two beds per 
1,000 population in rural 
communities, in place of 
the five beds per 1,000 pop- 
ulation for urban commu- 
nities, would be considered 
as adequate. Excluding the 
counties of the United 
States in which are located 
large centers of popula- 

















tion, 100,000 or more, and considering the other 
2,907 counties, in 1,300 of which there are no hos- 
pital facilities of any sort, it is safe to assume that 
rural hospitalization in the United States is at 
least 50 per cent inadequate. 

Closely related to the absence of and limitations 
in hospital provisions in these rural sections of the 
United States is the problem of medical personnel. 
There are 185 physicians per 100,000 population in 
places of 100,000 and over. There is less than half 
that number, 78 physicians per 100,000 population, 
in places of 5,000 and under. 


Young Doctors Prefer Urban Centers 


The professional age of physicians in rural sec- 
tions is much higher than that of physicians prac- 
ticing in urban communities, or, to state the same 
fact in other words, the young physicians with 
more modern training tend to go to urban centers 
where modern facilities are available, leaving the 
rural communities to the older members of the pro- 
fession, many of whom did not receive hospital 
training as part of their medical education. In the 
United States 10 per cent of the physicians have 
practiced thirty-five years or more. In Philadel- 
phia 12 per cent of the physicians have practiced 
more than thirty-five years. In the typical rural 
sections, as, for example, Shelby County, Indiana, 
(population 26,000) and Franklin County, Ver- 
mont, (population 30,000) , 34 per cent of the physi- 
cians have been in practice more than thirty-five 
years. 

Physicians in rural practice have difficulty, as 
compared with the urban type, in keeping abreast 
of the rapid advancement of medical science. In 
the first place, a large part of their time and energy 
is consumed in travel. In the second place, they 
lack the professional contacts, more especially the 
influence of staff meetings, of the urban physicians 
who practice in hospitals. In the third place, their 
income is limited as compared with that of the 
urban practitioners. In places of less than 5,000 
population, for example, there are 30 per cent of 
all the physicians of the United States but they 
receive only 18 per cent of the professional income. 
In places of 100,000 population and over, on the 
other hand, are 44 per cent of the physicians of the 
country who receive 54 per cent of the total income. 

A background of ten years’ experience in encour- 
aging and assisting in the development of rural 
hospitals in North Carolina and South Carolina 
has impressed me with the fact that it is difficult 
to get across to the intelligent public and even to 
the medical profession the fundamental purpose 
of a rural hospital. Both the observing lay and the 
medical groups think the major purpose of the 
institution is to provide for the institutional care 
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of the sick. These intelligent observers, lay anc 
professional, miss, as a rule, the less obvious rela- 
tionship between the hospital and the type of 
medical service which the average community, 
with the development of its hospital, slowly evolves. 
It is rather difficult to distract the thought of the 
observer from the building; to get him to under- 
stand clearly that the larger purpose of a rura! 
hospital is not to provide institutional care for a 
small percentage of the sick of a community, but 
to influence directly and positively the medical 
service of the whole community, both for the small 
percentage of the seriously ill who are treated in 
the hospital and for the large percentage of the 
less seriously ill who are treated in their homes 
and in doctors’ offices. 

A hospital is a powerful influence in the com- 
munity in determining both the quantity and the 
quality of its medical service. The community 
without any hospital facilities has ceased to attract 
the young, well prepared, hospital trained physi- 
cian. His whole teaching and experience make him 
dependent upon modern treatment facilities. 

Moreover, the young, ambitious, well trained 
physician, if he should by force of circumstances 
be impelled to locate in a rural community without 
a hospital, stays no longer than is necessary to 
enable him to move into a more congenial profes- 
sional environment. Herein lies, in my judgment, 
the principal cause of the relative scarcity of phy- 
sicians in rural communities. Moreover, the older 
physician who, in the face of discouraging circum- 
stances, has had the will to keep abreast of the 
advances in modern medical science either provides 
hospital facilities himself, a proprietary hospital, 
or moves to a community that affords him a better 
opportunity to satisfy his professional ambition. 
The hospital, then, determines in a large way the 
number and the type of physicians that serve a 
community. And that is its larger purpose and 
importance. 


A New Hospital Changes the Picture 


Another important influence which a rural hos- 
pital has in determining the quantity and quality 
of medical service is sometimes so obvious in a 
rural community as to act as a boomerang. Let 
us now think of a typical rural county of 25,000 
population with 14 physicians, one-third of whom 
have practiced more than 35 years. Of the 14 phy- 
sicians, 9 live in the county town of 6,000 or 7,000 
people and 5 live out in the county in small places 
of from 500 to 2,000 people. Of the 14 physicians 
there are 4 who are making a desperate effort to 
keep abreast of the times. They attend the medical 
society meetings. Now and then they pick up a 
short postgraduate course. They read the part of 
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their medical journals that fits into the need of 
their practice. They are kept very busy. They 
have gross incomes of from $10,000 to $12,000. 
The physical condition of their practice, time con- 
sumed in travel, absence of nursing assistance and 
laboratory and x-ray facilities, limit them to their 
present load. 

A hospital is built. Nurses come into the picture. 
There is a laboratory, x-ray equipment and a tech- 
nician. These busy men are now in a position to 
say to those who come to them for treatment: “I 
will take care of your wife or your child if you will 
bring her into the hospital.” In other words, as 
the demand upon them grows, they can cut down 
travel and the practice in country homes where, in 
the absence of the nurse, they must take tempera- 
tures, pulses, and respiratory counts, apply poul- 
tices, give enemas and attend to details of practice 
that skilled assistants care for under hospital con- 
ditions. In short, a hospital makes it possible for 
these busy men to double and treble their practice 
or their professional reach. The hospital has en- 
abled the best qualified men in the community to 
increase their practice at the expense of the less 
qualified members of the profession. I could point 
out a number of communities in these two states 
where two or three physicians, with all the facili- 
ties of a good hospital and with the factor of travel 
largely eliminated, are doing the work that would 
without the hospital require the services of from 
eight to ten physicians, and along with the increase 
in quantity of service a like improvement is found 
in its quality. 


Two Major Needs 


Excluding the 166 counties with a population 
of 100,000 and over as rural types, and limiting 
our thought to the 1,607 counties that have some 
sort of general hospitals, profit or nonprofit, and 
the 1,300 counties that have no hospital facilities, 
the two major needs are (a) improvement of exist- 
ing hospitals and (b) additional rural hospitals. 

The improvement of existing rural hospitals 
should constitute the first step in any general pro- 
gram. Many existing hospitals in counties of less 
than 100,000 population are inadequate in size and 
equipment, are in bad repair and are inadequately 
supported. These existing hospitals, generally 
speaking, are in the counties where hospital facili- 
ties are most needed and are strategically placed 
to serve the larger population groups. To improve 
and more fully utilize what we have before assum- 
ing new obligations would seem to be wise. In all 
probability, the need for additional funds invested 
in hospital construction and equipment and in the 
support of hospitals is greater or certainly as great 
in rural counties that have hospitals as in the 1,300 
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counties without any sort of hospital provisions. 
In this statement is expressed the policy of The 
Duke Endowment. We have felt that in North and 
South Carolina our first problem was to improve 
and more fully utilize what we found already in 
operation before providing for any large addition 
in the number of hospitals. 

Additional hospitals in the 1,300 rural counties, 
now without any hospital provisions, should consti- 
tute the second step in the program of rural hos- 
pitalization. In providing for additional hospitals 
in counties where there are at the present time no 
hospitals, careful consideration should be given to 
(a) the size of the population to be served, (b) pos- 
sible sources of support for the hospital after it is 
constructed, and (c) its relation to and effect upon 
the work of hospital plants in adjacent counties. 


Rural Hospital May Serve Several Counties 


It is at the present time a questionable procedure 
to undertake to provide the minimum of one hos- 
pital bed per 1,000 population for a population 
group of less than 20,000. That is to say, a twenty- 
bed institution is perhaps as small a hospital as we 
should think of in the usual conception of that 
term, excluding from this usual conception what 
may be later referred to as cottage type hospitals 
or organized rural medical services. The smallest 
rural hospital of twenty or twenty-five beds may 
not necessarily be constructed to serve the popula- 
tion of a single county. It may be so located on 
main highways as to serve the combined popula- 
tion of two or three counties, that is, two or three 
counties with population groups so small as not to 
justify single counties assuming the financial re- 
sponsibility for support of a hospital. 

In addition to these small hospital units there 
are many rural sections, inadequate in population 
and finances to support a small hospital, that should 
have a medical center or organized medical service 
or what has been referred to as the cottage hospi- 
tal. What we have in mind under this term is a 
small building that would cost $15,000 or $20,000, 
which would provide an office for a bookkeeper, 
a telephone operator, a waiting room, three or four 
doctor’s offices with connecting examining rooms, 
laboratory facilities and diagnostic x-ray facilities, 
and from eight to twelve beds for the treatment 
of emergency cases and obstetrics. The cottage 
hospital would supply, in addition to a bookkeeper 
and telephone operator, a janitor, cook, technician, 
and two or three graduate nurses, depending upon 
the average number of patients. This organized 
medical service or cottage hospital would require 
more complete understanding on the part of the 
community with the outstanding members of the 
medical profession than the construction of an ordi- 
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nary hospital. Its successful operation would de- 
pend upon the local physicians being willing to co- 
operate and assist in the support of the medical 
center by agreeing to pay a rental for their offices 
in the building, the rental covering a reasonable 
part of the interest on the construction and equip- 
ment and the cost of the telephone, technical and 
nursing services supplied the lessees. 

This cottage hospital or organized rural medical 
service should have well established professional 
relations with a hospital or larger medical center 
within a distance of from thirty to fifty miles. The 
larger consulting hospital and the smaller cottage 
hospital have a mutual interest upon which such 
a relationship could be established without much 
difficulty. The cottage hospital would refer diffi- 
cult cases to the medical consulting center, an ad- 
vantage to the consulting hospital, and, in consid- 
eration of that advantage, the consulting hospital 
would lend every assistance to the cottage hospital. 

Any broad hospital program must include an 
important time element. To illustrate: A new hos- 
pital was recently constructed at a cost of around 
$350,000 in a city of 20,000 and in a county of 
about 50,000. This new plant of 225 beds replaces 
an old plant of approximately 125 beds. This hos- 
pital center has been built up through service ex- 
tended to the patients of the county in which it is 
located and five or six adjacent counties. It has 
developed an exceptionally fine type of medical 
service and is a reference and consultation center 
for a population of something like 200,000 people. 
Any rapid development of a hospital building pro- 
gram, however, without regard to the past services 
of the institution and without regard to its invest- 
ments and its future, would have been to a consid- 
erable extent destructive in its influence rather 
than constructive. 


Management of Rural Hospitals 


The Canadian provinces, the state of Pennsyl- 
vania, and, in North and South Carolina, The Duke 
Endowment maintain central contributory agen- 
cies for the support of hospitals. In order prop- 
erly to discharge the responsibilities under which 
they operate, it is necessary for these agencies to 
obtain from the assisted hospitals certain essential 
information concerning their condition and opera- 
tion, income, expenditures and character of service 
rendered. This automatically places the central 
contributory agency in the possession of a vast 
amount of comparative data, submitted by the as- 
sisted hospitals as a basis of their request for 
assistance. 

For example, in the case of The Duke Endow- 
ment, the central office knows such things as the 
average cost per patient per day and the elements 
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that enter into that average cost, such as average 


cost for nursing service, for food, medicines and - 


surgical supplies, fuel, water, light, and it knows 
the fatality rate for major surgery and various 
types of operations. This valuable information is 
in turn made available to the assisted hospitals in 
comparative tables, so that each individual hospital 
has the advantage of profiting by the practices and 
experiences of the entire group of 115 hospitals, or 
of comparing its work, its receipts and its expendi- 
tures for the various items that enter into its ex- 
penses with the particular group of hospitals in 
which it is classified, white, Negro, white and Ne- 
gro, hospitals of less than 50 beds, hospitals of 
from 50 to 75 beds, of 75 to 100 beds and so on. 
This arrangement has unquestionably saved many 
hospitals as much as they have received through 
the direct contributions of the central agency. The 
unquestionable opportunities and functions of a 
central agency such as has been referred to are to 
furnish assistance in two distinct forms, money 
and information. 


There Is an Element of Danger Here 


There is a disposition sometimes for central 
agencies to go beyond these two functions of giving 
financial assistance and supplying essential infor- 
mation and to give advice and assume in some 
measure responsibility for the operation of the 
hospital. The assumption of such responsibility 
carries with it a definite element of danger. To 
illustrate: The trustees of a local hospital request 
the opinion of the director of the central agency 
as to whether or not an application for membership 
on the staff should be approved or rejected. The 
board of trustees, in submitting their request has 
neglected the opinion of the professional staff of 
its hospital, which is or should be qualified to pass 
upon professional matters; moreover, in all like- 
lihood there has been a division among the trustees 
of the hospital as to whether or not the applicant 
should be admitted to the staff. The request for 
an opinion from the central agency is, perhaps un- 
consciously, an effort to avoid responsibility. If the 
central agency is willing to assume responsibility, 
in the course of a few years the trustees will be 
referring to the central office practically all admin- 
istrative questions. 

The interest of the members of the local board 
of trustees in their hospital, their knowledge of 
what it is doing, their appreciation of its needs are 
definitely related to the responsibilities they as- 
sume. Once the local responsibility is asumed by 
another, that function of the board of trustees 
atrophies. Without local responsibility and inter- 
est, local support suffers. 

We shall probably see, with the more general 
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development of rural hospitals, the development of 
central state agencies for coordinating their devel- 
opment, for assisting and financing them and for 
supplying essential information in regard to the 
operation of hospitals. Possibly some will take the 
questionable step of insisting upon a certain 
amount of control and direction over the assisted 
hospitals. 

Rural hospitals, like hospitals generally, should 
have a dual control, a board of trustees, which is 
an administrative body responsible for obtaining 
funds with which to build, add to, equip, and oper- 
ate the hospital, and a professional staff, respon- 
sible for the character of the professional service 
which the institution renders. Naturally there are 
problems of mutual interest to these two bodies, 
but they can be handled by some sort of coordinat- 
ing mechanism such as an advisory committee of 
the staff to meet at regular intervals with the trus- 
tees, or by a provision in the charter that certain 
officers of the staff, as the chief of staff or the secre- 
tary of the staff, be ex officio members of the board 
of trustees. 

The board of trustees should be constituted 
largely of lay members. It is their business to 
interest the local government and the business in- 
terests of the community in supplying funds with 
which to maintain and operate the hospital, and 
to assure the contributing parties that the funds 
are being properly handled and expended. To place 
upon the board of trustees of a hospital a large 
number of doctors, especially in a community 
which has only recently acquired a hospital, is to 
convey to the community the idea that the hospital 
represents a professional interest rather than a 
public interest. This feeling results in the com- 
munity leaving the matter, including the financial 
responsibility and obligation, too much to the prac- 
ticing physicians who have neither time nor in- 
clination for that sort of heavy responsibility. 


Rural and Urban Staff Problems Differ 


Staff problems of the rural hospital that are 
somewhat distinctive from those of the large urban 
institution include such important matters as good 
clinical records, consultations, revolving services 
and limitations of hazardous practices. One should 
not expect to find as good clinical records in small 
hospitals, where every record has to be written by 
the attending physicians, as in the large hospitals 
where most of the recording is done by advanced 
medical students, interns and residents. Those of 
us who are interested in good rural hospitals should 
lose no occasion to emphasize the importance of 
good clinical records. Without good clinical rec- 
ords there is no lasting evidence of the quality of 

the professional work which is carried on in the 
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institution. A physician from the outside who 
visits such a hospital for the purpose of obtaining 
a judgment as to the character of its professional 
service, in the absence of good clinica! records is 
as handicapped as an auditor who visits an insti- 
tution for the purpose of determining its financial 
condition and finds inadequate financial records. 

While it is well for those of us connected with 
rural hospitals to recognize the fundamental im- 
portance.of good clinical records, we must not over- 
look the disadvantages which the doctor who prac- 
tices in the small hospital is under as compared 
with the dector'who practices in the large hospital, 
who talks much about’ good clinical records but 
rarely writes them himself. 

Consultations are as much needed in the small 
hospital as in the large hospital, or more, but not 
infrequently we finda small hospital in a commu- 
nity where there is only one surgeon and where 50 
per cent of the work of the hospital is charity. A 
consultation in such a hospital would require a 
consulting surgeon to travel a distance of thirty 
or thirty-five miles, and that without any hope of 
financial reward. 


Rotating Service Not Practicable 


Another difference in the operation of the small 
rural hospital and the larger urban hospital is in 
the matter of rotating services for the care of char- 
ity patients. In the first place, in the small hospital 
usually there are not two or three surgeons on the 
staff, but one; there are not two or three interns 
on the staff, but one; there are not two or three 
pediatricians on the staff, usually there is none, so 
there can be no such thing as a rotating service. In 
the second place, in small communities the cook 
or the laborer who is sent to the hospital as a char- 
ity case is usually referred by the employer to his 
own family physician, and most of the charity cases 
in small rural hospitals are not unassigned but 
assigned cases, so that the matter of a rotating 
staff which obtains in the larger hospital cannot 
obtain in many of the smaller hospitals. 

It is most encouraging to those of us whose re- 
sponsibility lies in a large measure with the small 
hospital to note the growing interest in the smaller 
type of institution. More than half the general 
hospitals in the United States are fifty-bed capac- 
ity or less. This proportion will greatly increase in 
the years immediately ahead of us. The large hos- 
pital can employ competent management, as it is 
located in the large centers of population where 
men of experience and genuine interest in hospital 
programs are available for boards of trustees. It 
is the small institution that needs assistance in the 
form of both money and information, not neces- 
sarily advice and direction. 
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New Dress for the Hospital Room 


hospital refurnishing, whether it entails pri- 

vate rooms, nurses’ rooms, lounges or recep- 
tion rooms, is to start with a plan. What, for 
example, should be the logical procedure for un- 
dertaking the renovation of a series of private 
rooms? 

The time has passed when the matter of color 
can be left to the willing hands but debatable taste 
of a house painter, nor is it sufficient to buy a bolt 
or two of some inexpensive fabric, cut it in the 
necessary lengths and hang it at the windows. 
Private accommodations have assumed new impor- 
tance, commanding almost the same thought and 
attention to decorative detail as hotel rooms. 

Lest too great enthusiasm breed impracticabil- 
ity, however, the fact that it is a hospital room, 
designed for the efficient care of the sick must ever 
be kept in mind. Despite the desire to make it 
assume the informality and luxury of a bedroom 
in a private home, it can never hope to achieve that 
impression. It is unwise even to strive for it. 

There are certain fundamentals about which the 
general decorative scheme must be developed. The 
exposure of rooms, for example. Rooms with 
southern and western exposure may well be treated 
with cool colors to absorb the bright rays — biues, 
greens and grays. For dark rooms light shades and 
those containing gold will be most suitable. 

The size of the room is another consideration. 


"Ties first requisite for those contemplating 





*Acknowledgment is made to L. C. Chase & Co., F. Schumacher & 
Co., and Myers, Minott & Co., New York City, for material included in 
this article. Photographs courtesy L. C. Chase & Co. 
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The services of a professional decora- 
tor are not always available. T here- 
fore certain fundamental prinaples 
of interior decoration applied partic- 
ularly to the hospital are supplied as 
a guide to those who must rely upon 
their own judgment 1m such matters 


The smaller it is, the lighter the colors should be. 
Dark colors will tend to decrease its apparent size. 
This applies particularly to wall colors. 

Suitable arrangement of colors must be studied. 
The darkest colors are put on the floor, the lightest 
on the ceiling. In between in color range are the 
furniture, draperies and the wall, progressing gen- 
erally from dark to light in order named. 

Assuming that the floors are of wood, finished 
perhaps in dark walnut or linoleum in some dark 
neutral shade, great latitude is permitted in select- 
ing the color to be used on the walls. Depending 
upon the exposure of the room, a choice may be 
made between such shades as a gray blue, a light 
greenish gray, soft greens, pinkish tans, natural 
tans and pale yellow. Should a colored linoleum 
be used as a floor covering, obviously it must be 
considered in evolving a general color scheme. 

Color schemes are comparatively simple. They 
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depend upon a wise combination of the three basic 
or primary colors. Most rooms must contain some 
tone of each of the three primary colors, red, blue 
and yellow. It is usually true that two of these 
will appear in a secondary shade, such as green for 
the blue or orange for the red, or gold instead of 
yellow. For satisfactory eye value it is wise to 
watch the color scheme carefully to be sure the 
third of the primary colors is represented. 

It is possible to keep a room very definitely in a 
two-color effect and with some of the new and 
subtle shades this can be done satisfactorily. The 
color keynote is supplied either in the floor covering 
or the drapery, with other colors introduced for 
variety. For example, with red or deep rose as 
a foundation, an effective color plan may be 
achieved by the use of green or blue, beige, yellow 
or gold, plum, eggplant, burgundy or brown. 

When green is the predominating shade, beige, 
gold or brown may be used and also blue. Inter- 
esting experiments may be made by using touches 
of rust, rose red or mulberry in the accessories. 

Where yellow is the keynote, shades of blue, 
olue gray or blue violet will afford a pleasing con- 
trast, also green, with a bit of red, rust henna, 
brown or burgundy introduced into the accessories. 

There is a harmony in colors of even values. 
Colors are either light or dark in tone. The light 
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A room in a two-color effect is pleasing when some of the new and subtle shades are used. Here is one of the private rooms 
at the Palo Alto Hospital, Palo Alto, Calif. 
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tones (tints) such as pale blue, pale yellow, pale 
green and pale pink are in harmony. Likewise 
deeper values of brown, dark gray, blue, green and 
red will harmonize. Whereas a harmony of color 
will never irritate, it can grow monotonous. Hence 
the advantage of introducing a careful contrast 
into the color scheme. Usually the contrasting 
color is bright, yet deep in tone, occupies a small 
area and lends a decorative note. The study of a 
good chintz design will illustrate this introduction 
of a small area of deep and contrasting color. 

Too much emphasis cannot be laid upon the de- 
sirability of evolving different color schemes in 
hospital rooms. Everyone does not respond 
similarly to color. Therefore, it is well to provide 
sufficient variety to meet every taste. Here again, 
however, care must be exercised in keeping within 
the bounds of practicability. The general decor- 
ating plan must be foolproof, offering sufficient 
interchangeability to provide for such exigencies 
as furniture or drapes designed to harmonize with 
one color scheme getting into the wrong room, with 
disastrous effects. 

The tendency to use color on hospital walls has 
led to many interesting developments such as the in- 
troduction of a wall covering which can be washed 
and may be had in a wide variety of suitable 
shades, perfectly plain or with an inconspicuous 
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self-color pattern. This method of treatment guar- 
antees the precise shade and precludes the possi- 
bility of disappointment after the color has been 
applied to the walls. 

The arrangement of the color within the room 
will depend upon the number of windows, the num- 
ber of chairs and other pieces of furniture. If the 
room is not too small, it is interesting to have the 
chairs contrasting. If there are three, one can be 
of a solid color, another have design in the uphol- 
stery,; while the third may depend for interest upon 
the texture or weave. A sofa and one chair may 
be alike, or a chair may be slip covered with ma- 
terial the same as the draperies. Bedspreads and 
draperies may be of identical material or merely 
the same color. 

Period design is not a factor in hospital furnish- 
ing. What is commonly referred to as early Ameri- 
can, meaning simple designs executed in maple, 
typifies such trends as exist. There have been in- 
stances, too, where the modern note has expressed 
itself, and it would not be surprising to encounter 
more of this in the future. The extreme simplicity 
of line embodied in this new school lends itself 
admirably to institutional treatment. 

Unhampered by restrictions imposed by period 
styles, free rein is permitted in the selection of 
fabrics. There are today on the market numerous 
designs distinctly modern in feeling executed in 
mohairs, linens and cotton goods. Hand-blocked 
printed linens are suitable, of course, with early 
American or colonial furniture as well as with 
heavier and more ornate Italian and Spanish 
pieces. Glazed chintzes are likewise effective with 
maple furniture and wherever a light effect, small 
in seale, is desired. 


Many Materials Available for Hangings 


Hangings are an important part of the decora- 
tive plan because they serve as a connecting link 
between the walls, the floor and the furniture. As- 
suming that a gray blue is used on the walls, what 
could be more pleasing in contrast than curtains 
of a soft shade of pink linen, perhaps, or one of the 
new mohairs. Striking developments have taken 
place of late in introducing mohair upholstery ma- 
terials that possess distinctive weaves and richly 
colored patterns designed to conform with present 
style trends. Mohair, too, as is generally recog- 
nized, has the additional advantage of being prac- 
tical in that it sheds dust easily and does not require 
frequent laundering. When laundering is neces- 
sary, however, it can be put through the regular 
processes with no bad effects. The new mohairs, 
too, are preshrunk so that hangings will continue 
to fit properly. 

A pink glazed chintz featuring a modest flower 


design might also be considered. There is one ob- 
jection to a glazed material, however. Despite the 
ease with which dust and dirt may be wiped from 
it with a damp cloth, it will not be long before the 
glaze becomes but a memory, and a slinky dejected 
looking fabric appears. Fabrics can be re-glazed, 
of course, but this process is rather expensive. 

Should pink be the color selected for this room, 
the slip covers might likewise be of that shade with 
possibly a white binding at the seams, thus pro- 
ducing an extremely smart effect. Furniture 
stained brown and brown rugs would complete the 
scheme. 


How to Treat a Sunny Room 


Suppose another room on the opposite side of 
the hall boasts a particularly sunny exposure. Here 
would be an excellent opportunity for introducing 
green on the walls, a soft yellow green preferably. 
Yellow hangings would go splendidly here and if 
it were the inclination to do something a bit daring, 
a red and white figured linen might be used for 
slip covers. In this room, too, it would be better to 
stain the furniture brown. However, dark green 
rugs could be introduced for a change if desired. 
In such a room, too, dark green linoleum on the 
floor would tone in nicely. 

For variety, let us assume that in another room 
the walls are tan. Why not then use a pattern ma- 
terial for hangings in light green perhaps edged 
with yellow? In working up such a plan, the furni- 
ture might be painted a dark green and green rugs 
used. The same material as used for hangings 
might serve as slip covers, also, piped in yellow. 

As the bed is the center of interest in the hospital 
room, it should be made as attractive as possible. 
Bed coverings should tone in with the general color 
scheme. Plain inexpensive material of the same 
shade as the walls may be used piped with the 
fabric selected for the hangings. Neutral tans or 
linen shades are always in good taste piped with 
the predominating color in the room. 

Reference has been made to such materials as 
mohairs, chintzes and linens. Whatever the type 
of fabric selected, it must be carefully checked for 
wearing qualities, ability to withstand sun and 
undergo strenuous laundering processes. It has 
already been indicated that glazed chintz will lose 
its first freshness where frequent cleaning is essen- 
tial. In lounges, reception rooms and libraries, it 
may serve more effectively than in those sections 
of the hospital devoted to the actual care of the sick. 

In selecting fabrics, careful attention must be 
given to color as well as to the material itself. Yel- 
low shades such as apricot, peach, cream and simi- 
lar tones reflect light. Those shades nearer black, 
blues, reds and violets, absorb light. It will be 
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W ell tailored plainly 
made curtains which 
will keep their shape 
despite frequent laun- 
dering are desirable and 
judicious use of slip cov- 
ers will work wonders. 


found that colors seem 
darker when seen against 
the light than when the 
light falls directly upon 
them. Thus, a shade 
which may be ideal as 
furniture covering may 
be wholly inappropriate 
when hung at the window. The fact that hospital 
hangings are seldom lined makes it all the more 
important that they be tested against the light. 

Initial economy, as desirable as it may be, fre- 
quently leads to extravagance when the final 
check-up is made. It is far better to be assured of 
quality at the start, even though it costs more. 

Once the materials have been chosen, the next 
question is how to make and hang them. This is 
comparatively simple, for it is inadvisable to strive 
for anything but straight lines in hospital hang- 
ings. Well tailored, plainly made curtains which 
will keep their shape despite frequent laundering, 
are to be desired. Fringes or edges that will fray 
or tear must be avoided. 

Generally, a width of thirty-two inch material 
on either side of a window will suffice, for hospital 
curtains are seldom drawn, the light being con- 
trolled by window shades or venetian blinds. It is 
surprising, however, how the treatment of hang- 
ings will affect the appearance of windows. If the 
windows are very small, it would be well to start 
experimenting with hanging the draperies so that 
they will extend beyond the window frame, ex- 
posing as much of the glass areas as possible, at 
the same time concealing all the wood. Possibly it 
might be desirable to scale down windows that are 
extremely wide. If so, try letting the hangings 
come flush with the outside edge of the trim and 
extending them a little way over the glass. 

It is not advisable to consider valances in hospi- 
tal decoration unless they happen to be made of 
wood. It is generally conceded, however, that ex- 
tremely high windows will seem shorter if a deep 
valance is used. In like manner, short windows are 
made to seem longer by omitting all valances. It is 
well to remember, too, that curtains which fall to 
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the sill will tend to make the windows seem shorter 
than when they fall to the floor. 

A word should be said about slip covers. Many 
an old chair donated to the hospital by some 
thoughtful friend, and worn threadbare, has as- 
sumed new importance when garbed in a gay slip 
cover and has been known to transform a room. 

Rugs always contribute to creating a homelike 
atmosphere. Attempts have been made to get away 
from the small “throw” type and introduce a rug 
which will cover a greater floor area. Impractical, 
obviously, because of the need for frequent clean- 
ing. It is possible, however, particularly in design- 
ing a room based on what are popularly known as 
“modern” lines to create a pattern which will 
extend from one small rug to two or three others 
adjoining it, thus providing the effect of a large 
floor covering, yet at no sacrifice to practicability. 

With the color plan of the room worked out and 
the furniture selected, the arrangements must be 
considered. It is advisable to follow the lines of 
the room as much as possible. Rugs, especially 
small throw rugs should be placed parallel to the 
lines of the furniture and not diagonally. Long 
pieces, such as tables or beds should be against the 
longest wall, but must also be conveniently located 
for the requirements of patient, nurse and doctor. 

Finally, every advantage should be taken of pro- 
fessional help that may be available. The services 
of a professional decorator will eliminate numerous 
pitfalls. Much valuable information, too, may be 
secured through the service departments of the 
leading paint concerns and fabric manufacturers. 
Studying manufacturers’ bulletins will likewise 
contribute to a greater knowledge. It will soon be 
found, too, that acquiring such information will 
offer a fascinating avocat‘on. 






The Need for More Hospitals in 
Rural Areas 


By ALDEN B. MILLS 


Managing Editor, The MODERN HOsPITAL, and 


PATSY MILLS* 


N ADEQUATE number of general hospitals 
of sufficient size to care for the needs of 
the people and within reasonable distance 

of them are necessary for good medical care and 
are essential facilities in any modern and progres- 
sive community. 

Last year a study! of the distribution of hospi- 
tal facilities by counties revealed that about 1,300 
of the 3,073 counties in the United States con- 
tained no general hospitals at all. This suggested 
that there might be a lack of general hospitals in 
certain sections, but was not conclusive. Some 
counties do not need hospitals, being adequately 
served by hospitals in other counties. The county 
is a variable unit in both area and population and 
is usually too small for judging hospital facilities 
and needs. 

A systematic analysis was made, therefore, of 
all of the local or community hospitals for acute 
conditions, excluding hospitals for nervous and 
mental, tuberculous, chronic and convalescent pa- 
tients. Every such hospital was located on a 
county outline map, together with the population 
of the county and the number of physicians. Cir- 
cles of a fifty-mile radius were described around 
all “hospital centers,” that is, cities containing 
more than 250 hospital beds.” 

Using these circles as general guides and taking 
into account mountains, rivers and road condi- 
tions as far as these were known or could be as- 
certained from road maps the areas served by 


*The authors gratefully acknowledge the advice and cooperation of 
Dr. Michael M. Davis, director of medical services, Julius Rosenwald 
Fund, Chicago, in the planning and execution of this study. 

¥Michael M. Davis, and others, ‘Proper Use of Government Funds 
for Hospital Care—A Symposium,” The MopeRN HospiTAau, July, 
1934. pp. 80-84. 

2Population figures are for 1930. Probably the population figures 
are low and therefore the ratios slightly too high. Numbers of physi- 
cians were obtained from a distribution of physicians by counties on 
July 1, 1931, published by the American Medical Association. (Not 
available for later years). Hospitals were taken from the 1934 report 
of the A. M. A. The following classifications were included: cancer, 
cardiac, children, eye, ear, nose and throat, general, general and tuber- 
culosis, industrial, isolation, institutional, maternity, maternity and chil- 
dren, orthopedic, skin and cancer and venereal. The group of “related 
institutions’”’ was omitted. The hospitals maintained by the Veterans 
Bureau, U. S. Army, U. S. Navy and U. S. Public Health service were 
omitted because not usually available to the local population and the 
local medical profession. On the other hand, the general hospitals of 
the U. S. Bureau of Indian Affairs were included. In certain less pop- 
ulated areas of the Middle West and Pacific States, the number of beds 
considered necessary to constitute a hospital center was reduced to 200 
and in the Rocky Mountain states to 150. For New York City, Chi- 
cago and Philadelphia a seventy-five-mile radius was used. 
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these hospital centers were blocked out following 
county lines. State boundaries were disregarded 
except insofar as they corresponded with physical 
barriers. 

After determining the areas that are served by 
hospital centers, the balance of the counties were 
divided into reasonably compact and homogen- 
eous hospital areas. The accompanying map illus- 
trates the procedure in Alabama. For each such 
hospital area, whether it contains a center or not, 
tabulations were made of the total population, the 
total number of hospitals and of hospital beds and 
the total number of physicians. The ratios of 
hospital beds per thousand population and per 
physician were computed. In addition, the coun- 
ties without any local hospitals for acute condi- 
tions were counted and the population and num- 
ber of physicians in such counties ascertained. A 
sample of this procedure is shown for Alabama in 
Table I and summarized in Table II. 


Ratio of 2 Beds per Thousand Is Minimum 


To give the results greater practical application 
it was desirable to make an estimate of the num- 
ber of additional hospital beds needed in the poor- 
ly supplied rural areas. After careful study it was 
decided to adopt a ratio of 2 beds per thousand 
persons as a minimum. While any ratio of this 
kind is subject to differences of opinion, the one 
chosen seems decidedly conservative. The Lee- 
Jones study of “The Fundamentals of Good Med- 
ical Care,” made for the Committee on the Costs 
of Medical Care, arrived at a figure of 4.5 beds per 
thousand for maternity, medical and surgical 
cases. In various hospital and health surveys of 
large cities made during the last fifteen years a 
ratio of 5 beds per one thousand persons has been 
used. 

Both of the above figures, of course, would be 
much too high for rural areas wherein people 
have not been accustomed to hospitals and where- 
in the migration of patients seeking specialized 
services would be almost entirely away from such 
areas. In Philadelphia in 1929, for example, 19 
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per cent of the patients cared for in the city’s hos- 
pitals lived outside the city. Correcting for this 
factor would suggest a ratio of about 3 beds per 
thousand for other than metropolitan areas. On 
the other side it should be realized that rural 
patients cannot be discharged as early in their 
convalescence as can patients in urban areas 
where it is easy for the physician to call at the 
patient’s home or return the patient to the hos- 
pital if necessary. 

In Saskatchewan rural hospital service is pro- 
vided through cooperation of provincial and mu- 
nicipal authorities. Experience there has dic- 
tated a ratio of 3 to 4 beds per thousand. In 





Endowment recommends 1 bed per thousand 
persons as a beginning, with more when people 
become accustomed to using hospitals. 

On the basis of a minimum of 2 beds per thou- 
sand, the maps were very carefully studied to de- 
termine how many additional beds would be 
needed. Each area was canvassed in detail and in 
a few instances, because of the distance involved, 
it was decided that additional facilities were nec- 
essary even though the ratio for the area as a 
whole was slightly more than the minimum. 
County boundaries were not considered as bar- 
riers and it was assumed that two or more coun- 
ties would join, officially or unofficially, in provid- 

















































































































y starting new hospitals in the Carolinas the Duke ing facilities where necessary. The results for a 
] | 
TaBLeE I—A SaMpLe WorkK SHEET (ALABAMA) SHOWING How Data WERE COLLECTED FROM THE Maps 
"4 Beds/ _ Beds/ Beds/ _Beds/ 
County Pop. Hosps. Beds M.D.’s Pop. M.D.'s County Pop. Hosps. Beds M.D.’s Pop. M.D.'8 
1. FF $$ oC U_CCHTCOCOCOCO rca —— — ———  — ————— ——— ———————S-e O  OOOO > Co es --—_ +: +: ss se oreo ee ee 
“ Area 7—Selma and Montgomery 
ss Area 1 _ an Re a 
: Eee 0 0 18 
. Leuderdale.... ee 1 60 37 Chilton...........++. 24,579 1 30 16 
COMORES... osc ccccecee SON80 1 75 26 SE ccna se swaews See 0 0 5 
1 Lawrence............ 26,942 0 0 11 Belmore .........0000- S4,000 0 0 20 
Prankiim..........-.+-. S5:872 0 19 AUGOURE.... ccscccesse Be 0 0 10 
OO eee 0 0 11 
: Total.. . +. 123,304 2 135 93 1.1 1.5 Dallas............... 55,094 5 222 51 
> Without ‘Hospitals . ... 52,314 30 Eee 0 0 22 
e Lowndes............. 22,878 0 0 7 
| Montgomery . see Saeel 2 165 108 
Area 2 EN Pear 1 75 43 
F Bullock. cee ain 0 0 10 
Limestone............ 36,629 0 0 17 “i eee 
. Madison............. 64,623 1 75 46 Total.. . -3886,820 9 492 321 1.3 1.5 
| ee 1 20 16 Without ‘Hospitals . . .. 181,373 103 
o eee Sf 1 44 37 seein eae 
Marshall............. 39,802 1 24 27 Area 8 
: Total.. — 4 163 143 0.7 1.1 Ts aaens. « ee 1 54 21 
Without Hospitals... . 5 G26 Chambers. secces's Seen 1 15 18 
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Marion.............. 25,067 0 0 17 — ++ Sa ° ” = 7 
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LOTIRE...... 20 0cccccses 1BO 0 0 19 Area 9 
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Tusealoosa........... 64,153 1 80 7 Monroe.............. 30,070 0 0 22 
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Total.. ~ e+ - 167,062 1 80 147 0.5 0.5 rr ‘ 
ny . : eee iw. 1 14 20 
Without Hospitals. -. . 102,909 76 Washington... ....... 16,365 0 0 
Ares 4—Dirmingham Total.. .. 125,843 3 53 81 0.4 0.7 
Without ‘Hospitals . ... 71,864 41 
) Cullman.............. 41,051 0 0 28 hon 00 Se oe ee 
Walker ....000000000) 59,445 1 45 52 si = 
eee ) 0 15 Me. cc ccscosccses SS 2 55 16 
i St. Clair. 222222221111 243510 0 0 2B ee 0s? ee > 3 +4 
Jefferson.............431,493 8 1,454 560 Pike........cccccecee 329240 2 65 24 
| Shelby............... 27,576 0 0 18 Covington............ 41,356 2 65 27 
Talladega............ 45,241 3 146 34 siesta 
Total. . aoe o hae eeaT 6 185 82 1.5 2.3 
Total... .-- 657,336 12 1,645 720 2.5 2.3 Without Hi it Is. . ... 23,656 15 
Without ‘Hospitals . ee 3 yg 74 pints sp 2 = a AERO saa 
Area 11—Dothan 
Sins (Three Florida Counties) 
DES cacnccascs occ Se 0 0 15 
ES eee 0 0 24 Serer - 0 0 20 
Etowah.............. 63,399 2 160 60 ent ea cosses See 1 19 19 
Chere6tee.......+00.. SS 0 0 9 EOE 0 19 
Calhieam.............0. SbeH 1 66 54 Houston............. 45,985 3 204 37 
Cleburne. . dency von er 0 0 5 Holmes, Fla. . sacue Ce 0 0 7 
Clay Serre  F. 0 0 13 Washington, Fla...... 12,180 0 0 S 
Rendciob. Sere | 1 32 15 Jackson, Fla.. ~seee OUee 1 12 18 
| Total... - ++ «230,839 4 258 180 1.1 1.4 Total.. . . 211,663 5 235 143 2.3 1.6 
| Without ‘Hospitals . ... 90,968 51 Without ‘Hospitals. . .. - 101,203 69 
A Area 12— Mobile 
rea 6 (Two Mississippi Counties) 
Greene............... 19,745 0 0 10 Baldwin.............. 28,289 o o 22 © 
| SSS 0 0 16 Mobile.............. .118,363 3 314 131 
MAPON@O...... 2.000 SB427 0 0 22 George, Miss......... 7.523 0 0 6 
Jackson, Miss......... 15,973 1 27 13 
Total. were Cg 0 0 48 0.0 0.0 ee —_ 
Without ‘Hospitals . oo. 08,487 48 Total.. . 170,148 4 341 171 2.0 2.0 
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TABLE I—A SAMPLE STATE SUMMARY (ALABAMA) 














Counties Without 











(a) 11 ineludes three Florida counties. 
(b) 12 includes two Mississippi counties. 


Total Area Hospitals Additional 
——— ———_—_—_——_ - — —— - - - Hospital 
No. Be ls Be ds Beds 

Are1 Co.’s Pop.  Hosps. Bells M.D.’s Pop. M.D.’s| No. Pop. M. D. s N eeled | 

Ne RE ge re ee res 4 123,304 2 135 93 1.3 1.5 2 52,314 30 1 10 
MN eee tee soc ck 5 224,111 4 163 143 0.7 . 1 36,629 17 285 
ia Eanes 6 167,062 1 80 147 05 0.5 | 5 102909 76 255 | 
No. 4—Birmingham............ 7 657,336 12 1,645 720 2.5 2.3 4 121,157 74 0 

ne RES ETE ee ee eee ee 4 236,839 4 258 180 1.1 1.4 4 90,968 51 215 

RU ees ee scons coo acme s aise 3 78,437 0 0 48 0.0 0.0 3 78,437 48 155 
No. 7—Selma and Montgomery 12 386,820 9 492 321 1.3 Ld 8 181,373 103 280 
1. ip ALORS DUAR M OER a 5 166,366 5 199 95 1.2 2.1 1 27,377 7 140 
Nee ee 5 125,843 3 53 81 0.4 0.7 3 71,864 41 195 
1 SE ee rears eMC 4 127,447 6 185 82 1.3 3.3 1 23,656 15 70 | 
No. 11—Dothan (a)............ 8 211,663 5 235 143 | 1.6 5 101,203 69 185 
| No. 12—Mobile (b)............. 4 170,148 4 341 171 2.0 2.0 2 35,812 27 0 | 
| Sumpter and Choctaw Co.’s (e).. ae 15 
fen rene ee Aig eRe tions: | ER eRe Go Dieta ae 
Be... eee 70 2,675,376 553,786 2,224 1.41.7 | 39 923,699 558 1,995 | 
aa = - iia - = aon 
| 


| (c) Part of Area 8 of Mississippi. 





sample state are shown in the last column of 
Table II. 

Turning now from the sample state to the coun- 
try as a whole we find that, in all, over 31,000,000 
persons and nearly 29,000 physicians live in areas 
that contain less than two beds per thousand per- 
sons and that are more than fifty miles from any 
important hospital center. This is nearly one- 
third of the entire population of the United 
States and almost one-fifth of the total medical 
profession. 

There are 1,117,915 persons and 896 physicians 
living in areas that have less than 0.5 hospital 
beds per thousand (Table III). These areas are 
all in the two South Central sections (Kentucky, 
Tennessee, Mississippi, Alabama, Texas, Okla- 
homa, Arkansas and Louisiana). The areas with 





0.5 to 0.9 hospital beds per thousand persons are 
much more extensive. They contain 6,568,999 
persons and 5,441 doctors, more than one-half of 
whom are in the two South Central sections. 

For the United States as a whule about 22,000 
additional hospital beds are needed to meet the 
minimum standards here used (Table IV). This 
figure does not assume that hospital facilities will 
be provided in all parts of the most sparsely pop- 
ulated states. It is assumed that where the pop- 
ulation is very thin it will not be feasible to 
establish a full-fledged hospital. Instead these 
areas could be served by small medical center 
buildings or (to use the English term) cottage 
hospitals, providing office accommodations for 
physicians and a dentist ; space for the office of the 
local public health officer and for public health 


TaBLeE II]—PopuLaTION AND NUMBER OF PuysIcIANs IN ‘‘ HospiTaL AREAS” WITH 
SPECIFIED Ratios oF HospitTat BEDs PER 1,000 PERSONS 
































0.0-0.4 0.5-0.9 1.0-1.4 1.5-1.9 2.0-2.4 2.5-2.9 

Section Pop. M.D.'s Pop. M.D.’s Pop. M.D.’s Pop. M.D.’'s Pop. M.D.'s Pop. M.D.'s 
PCIE.) Lhe aha clays eaaaiae See SSIES DEERE ie a Rae 100,535 109 355,915 407 169,855 220 
SE eg Pee ree Sum ees cr adeke acta | sascotaas hadi eretien gain 581,237 618 1,055,544 970 5,578,635 6,164 
NE ED IIBEOE ocd ecoa ska eeeesevic. eames _ 297,575 300 872,180 1,260 2,229,227 2,509 2,717,318 3,072 6,294,418 7,967 
PM PEMIEN NIUIIE ois 5o oscimrsiewidicwwe~ aowaace 844,532 795 1,138,394 1,103 2,763,205 3,027 1,421,868 1,155 1,197,282 1,354 
NT sy oleae tbe ora lacwista aedRigiiigs, Weveeiemic 903,237 680 2.295.499 1.653 5.463.222 5,065 2.385.794 2'680 1,805,180 1.772 
East South Central. ere 798 1,550,724 1,173 3,072,290 2,399 790,420 701 2,116,257 2, 577 1,595,348 2,038 
West South C entral. caeiausiy She 112,160 98 2,947,720 2,473 i 356, 799 1,259 2,355,041 2,365 1,770,501 2,262 1,929,552 2,505 
NNN Soha oos sus landiic, Ja Vb ASE ata e eels: 0 eles 25,211 20 274,397 241 143,747 139 357,247 307 322,005 328 
Nese her Cas ale Se ye, oe te) OE en ne ee en EE Se i ae ae , 354,437 382 65,086 71 
United States Total............. 1,117,915 896 6,568,999 5,441 9,009,559 7,915 14,426,634 14,533 12,534,881 13,812 18,957,362 22,42) 

3.0-3.4 3.5-2.9 4.0-4.9 5.0-7.8 Total 

Section Pop. M.D.’s Pop. M.D.’s Pop M.D.’s Pop. M.D.’s Pop. M.D.’ s 
New England. . 1,455,978 1,762 557,914 722 2,222,850 3,006 2,774,237 4,788 7,637,284 11,014 
Middle Atlantic. 902,634 1,158 2,272,249 3,113 16,793,983 26,800 sacra abn ee 27,184,282 38,823 
East North Central. 2,307,958 2,805 814,890 880 6,353,053 10,010 1,934,139 3,888 23,820,758 32,691 
West North Central. 624,768 533 1,219,217 1,971 2,695,511 4,381 1,646,389 2,672 13,551,166 16,91 
South Atlantic. : 106,596 164 470,788 647 1,904,098 4,110 reer baceiay lteamektee : 15,334,414 16,771 
EE ORES SR Sn 1 gs 9 i Recta cea ae oh oa es 10,130,794 9,589 
West South Central. paid 766,762 942 ee Eee 716,700 972 ay Bi wen 11,955,235 12,877 
Mountain. . Daencem ae seas 198,459 174 866,979 951 948,519 1,606 512,007 686 3,648,572 4,452 
ae Sl 6,397 1,007,077 1,345 1,625,409 2,052 1,535,531 3,073 8,225,212 13,329 
United States Total........... 10,000,827 13,935 7,209,114 9,629 33,260,123 52,937 8,402,303 15,107 121,487,717 156,625 
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nurses; simple x-ray and clinical laboratory facil- 
ities; telephone and administrative space, and a 
very few beds for temporary care of patients but 
no facilities for surgery except such as a physi- 
cian would probably do in his own office. There 
might be a few beds for the overnight care of 
emergency or diagnostic cases, but as a rule the 
care of bed patients would be provided in a true 
hospital serving the area. 

As would be guessed from Table III, the 22,000 
additional beds are needed more in some sections 
of the country than in others. The East South 





TABLE IV—EsTIMATED ADDITIONAL HospiItTaL BEps 
NEEDED TO MEET MINIMUM STANDARDS 


No. of 
“* Hospital Areas”’ 
Needing 
Additional 
Beds 





No. of 
Additional 
Beds 


Region Needed 





New England 0 
Middle Atlantic 70 
East North Central 1,755 
West North Central 2,690 
South Atlantic 4,815 
East South Central 6,615 
West South Central.............. 5,710 

385 

150 


United States Total 22,190 


*This number does not necessarily indicate the number of hospi- 
tals needed. 














Central states have the largest need, followed by 
the West South Central, the South Atlantic, West 
North Central and East North Central in the or- 
der named. Individual states that have large 
needs are Texas, Alabama, Tennessee, Georgia, 
Mississippi, Kentucky, Missouri, Louisiana, Ar- 
kansas, Oklahoma and North Carolina. These 
are, in general, states with a relatively high per- 
centage of Negroes and relatively low gross per 
capita incomes. There are also sections of other 
states which show serious deficiency of hospital 
facilities, for example, Western Kansas and parts 
of Virginia, South Carolina, Illinois, Ohio, Indiana 
and Florida. 

No attempt was made in this study to locate 
hospitals specifically as this would be possible 
only on the basis of careful study of all significant 
local factors. It may be assumed that in a certain 
number of cases existing hospitals could be en- 
larged to provide the needed minimum number of 
beds. Usually it is better, from an economical and 
a clinical point of view, to have one hospital of 
thirty beds than two of fifteen beds each. When- 
ever possible, hospitals should have twenty-five or 
thirty beds as a minimum. The development of 
these rural hospitals should be closely correlated 
with the development of needed public health 
services in these areas. 
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A casual perusal of occupancy ratios for 1933 of 
the existing hospitals even in some of the most 
poorly provided sections reveals that they had 
many empty beds. This does not indicate that 
the need for hospital facilities is nonexistent, but 
rather that large groups of people either did not 
know what they needed or, knowing it, could not 
afford to pay for it on the present basis. 

Obviously the question of providing more hos- 
pital facilities has two aspects: the physical or 
scientific, and the economic. This study is di- 
rected primarily toward the former and the ques- 
tion of how the hospitals built in rural areas which 
are now poorly served would be financially sup- 
ported is deferred to a later discussion. 

Before actually locating a hospital, however, 
consideration must be given to the following fac- 
tors affecting scientific as well as economic ques- 
tions: (1) size of population; (2) size of area to 
be served; (3) density of population; (4) num- 
ber and training of physicians in the area; (5) ex- 
tent to which the provision of hospital facilities 
would improve conditions of medical practice 
through assisting present practitioners or attract- 
ing new ones; (6) distance to other hospitals; (7) 
road conditions, summer and winter; (8) the 
health knowledge of the people and the extent to 
which they could be trained to use hospitals when 
necessary; (9) the suitability of home conditions 
for caring for less serious illnesses; (10) financial 
resources of the population, that is, occupational 
and income groupings, and the extent to which 
new methods of paying for medical service may 
be devised which will facilitate support of rural 
hospitals. 





Canadians Favor Grading of 


Rural Hospitals 


Rural hospitals should be graded according to the type 
of work they are capable of doing. Definite medical super- 
vision should be placed over them to see that they do not 
attempt work too specialized for their limited staff and 
equipment. There should also be some medical supervision 
over the doctors who use the hospitals, particularly the 
ones who do surgery. 

The foregoing opinion of Dr. F. W. Jackson, deputy 
minister of health of Manitoba, is supported by Dr. F. E. 
Coy of Invermere, B. C., who has made an extensive survey 
of rural hospitals. He states: 

“The grading of small hospitals would result in better 
work being done. Better records would be kept and it 
would be a good stimulus to all workers in the hospital. 
Hospitals should be classed according to the number of 
beds and be graded in their class but not compared to the 
larger institutions. 

A committee of the Canadian Hospital Council hopes 
“that the day will soon come when our smaller hospitals 
will be graded according to their physical and professional 
capabilities.” 


The MODERN HOSPITAL 





PORTFOLIO OF PLANS 


OF SMALL HOSPITALS 


. 


RuTHERFORD HospitAt, MurFreessoro, TENN 





© 
16) 
< 
Y 
ee) 
UO 
wn 
im 
UO 
sa) 
‘= 
—_ 
ee 
Uv 
% 
< 
z 
a4 
a) 
3 
YN 
a 
_ 
[a 
w 
jaa) 





® ee Serre « 0 Cee eee 
eePor eae UREN ee ge 
PAPA SE Bee. 
“ manera 


‘|e 





COME CLR PES REE 


Vol. 44, No. 3, March, 1935 

















HIS 44-bed institution was built to serve a population 

of 33,000 at a total cost of $184,019. The building itself 
cost $121,779, the land $10,000 and the equipment $35,633. 
The average cost per bed, excluding the cost of the land, 
was therefore $3,955. It was designed by Berlin & Swern, 
Chicago. 

COMMENT: A most attractive exterior envelops a very 
practical plan. That the quite evident pressure to secure 
bed capacity has led to some questionable planning should 
not obscure the fact that this hospital will repay careful 
study. Eleven beds out of the forty-four are set aside for 
children—a proportion rarely justified. The excellent rela- 
tionship between the waiting room for Negroes in the base- 
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ment (apparently a full story in the rear) and the Negro 
ward on the first floor should be noted. Porches are at 
either end of the front wing. 

Four glazed-in solariums accessible only to twenty-six 
white patients seem excessive. The absence of quiet rooms 
in the Negro section is to be regretted. Many would ob- 
ject to the placing of the head of the bed against the out- 
side walls as is done in so many of these rooms and wards. 
Such an arrangement is the only feasible one where the 
rooms fall much below the generally accepted standard of 
80 square feet per bed as they do here. Storage space is 
at a minimum and the number of operating and birth rooms 
seems large. But withal here is an excellent small hospital. 
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Headlee Hospital 
Odessa, Texas 


NINE-BED hospital for $1,000 per bed, excluding the 

cost of land and movable equipment, is the achieve- 
ment of this new institution. The building with all fixed 
equipment cost $9,000 and the land $500. Albert H. Boren, 
Dallas, Tex., was the architect. 

COMMENT: This hospital, lovely in appearance, is also 
well planned. Doctor Headlee is to be congratulated on 
his choice of architects, and Mr. Boren for his courage in 
not sinking himself in the swamp of hospital precedent— 
little of which as published has anything to do with hos- 
pitals of this size. Although the plan shows eleven beds, 
the four-bed ward is so small (48 square feet per bed) that 
the true capacity is nine beds. 


The frame construction may justly be criticized. But 








if the choice lies between frame construction and no hos- 
pital, then we must have frame. Better, though not neces- 
sarily more, exits should be provided, however. Certainly 
there should be one at the south end. 

The location of the kitchen and its doors is unhappy. If 
the kitchen and boiler room were revolved so that the 
kitchen adjoined the nursery, and if the waiting room were 
reduced in size by letting the corridor continue uninter- 
rupted, food service could be kept away from the medical 
services. The absence of a dining room is curious. The 
entrance to the treatment room can be justified only by 
supposing that this is Doctor Headlee’s private office. A 
utility room without an outside window is questionable. 
There seems to be a serious shortage of storage space. 
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HIS Duke Foundation hospital is given a rated capacity 
of forty beds and ten bassinets. It was built to serve 
a population of 36,000. The total cost was $132,321, 
divided as follows: building, $96,652; equipment, $18,030, 
and site, $17,639. Eric G. Flannagan of Henderson, N. C., 
was architect. The cost per bed, excluding site, on a forty- 
bed basis is $2,867 and on a 32-bed basis (see below) $3,584. 
COMMENT: This is a well studied plan of the multi- 
storied small hospital. While it is stated to have a ca- 
pacity of forty beds, there are two-bed rooms with but 
57% square feet, three-bed rooms with but 68 square feet, 
and four-bed rooms with 60% square feet per bed. Using 
the standard of 80 square feet per bed, this hospital should 
be reduced from forty beds to 32 beds, plus the nursery. 
The patients are divided among the three floors, conse- 
quently there must be three repetitions of service rooms 


he nurses’ 
home. 
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Randolph Hospital 
Asheboro, N. C. 







in addition to the area assigned to elevators and stairs. 
The efforts to make the first floor usable for auxiliary 
rooms has forced the main entrance an entire story off 
the ground. Might it not have been better to have pushed 
the Negro section up one story where it could be just as 
well isolated as it is, and dropped the entrance an entire 
story, thereby reducing the nursing units to two instead 
of three? The emergency room seems to be an unnecessary 
luxury. The x-ray room and adjoining dark room seem 
large in view of the obvious shortage of storage space. 
The midget diet kitchen might well have been merely a 
part of the kitchen. The delivery room is small and the 
adjoining nursery too large. The multiplicity of rooms in 
the operating and delivery section is at the expense of con- 
venience in working. Two solariums on the second floor 
and none on the first and third seems an illogical plan. 














Irish Hospital 
Forest City, Ia. 


HIS twelve-bed institution is both a small hospital and 

a clinic. While it is privately owned, the facilities are 
open to any reputable physician. It serves a rural commu- 
nity of about 12,000 persons. The building was erected 
during 1934 at a total cost of $18,250, including the archi- 
tect’s fee, but excluding land and equipment. Much of the 
work was done by local labor on the basis of 50 per cent 
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cash and 50 per cent credit on bills due the original Irish 
Hospital. Cooking in the hospital is done by the nurses, with 
the assistance of the maid. A staff of three graduate nurses, 
an office nurse, a janitor and a maid is employed. No con- 
tagious, mental or incurably chronic patients are admitted. 
Thorwald Thorson of Forest City was the architect. 
COMMENT: The purpose of this hospital is similar to 
that of the Headlee Hospital at Odessa, Tex., so 
that a comparison of these two doctor owned hospi- 
tals is interesting. The space assigned to offices is 
larger in this one, but otherwise they are very much 
the same. Both in first cost and operation, the one- 
story Headlee Hospital is probably the more satisfac- 
tory. This is, however, an excellent plan for those 
who feel their needs will be better met by a multistory 
building. 

This is one of the two plans in this group with suffi- 
cient area in the wards—80 square feet when used for 
three beds. The plans themselves illustrate how hope- 
less they would be when filled to their emergency 
capacity of five beds, or 64 square feet per bed. The 
kitchenette kitchen, the miniature 9 by 13 feet deliv- 
ery room, the ingenious combination of patients’ toilet 
and bath with utility room are debatable. The reason 
why a hospital of this size should rate two operating 
rooms and a delivery room is difficult to understand 
when many essentials are skimped or missing. Pru- 
dence suggests a second stairway or a fire escape from 
the upper floor. 

The exterior is attractive and very pleasing in its 
simplicity. 
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NEGRO population of 17,000 and a white population 

of only 5,000 are served by this 49-bed hospital. It 

has, in addition, eight bassinets. The hospital occupies a 
wooded tract of four and one-half acres. It is of fireproof 
construction, one story in height except for the central 
portion, which is two stories to accommodate nurses. The 
building itself cost $100,734, the equipment $25,433 and 
the site $3,371, giving a grand total of $129,538. The cost 
per bed, excluding land, was $2,554. The architects were 
Stanhope S. Johnson and R. O. Brannan of Lynchburg, Va. 
COMMENT: This is the most attractive and best planned 
of the eleven published hospitals sponsored by the Duke 
Foundation. It has a commendable peculiarity in provid- 
ing twenty-two beds for the tuberculous out of the total of 
forty-nine beds. Flexibility would be greatly improved if 


Berkeley County Hospital 
Moncks Corner, S. C. 
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the section for the tuberculous directly adjoined the gen 
eral section. The position of the necropsy room directly 
opposite the main entrance has undoubtedly been changed. 
The absence of quiet rooms in the section for Negro patients 
is to be deplored. The diet kitchen might be eliminated, 
especially if the kitchens were shifted to the general hos- 
pital side. The common nurses’ station provided for the 
Negro and white sections of the hospital makes one curious 
as to why two sets of utility rooms. 

Comments about ward areas, size of birth and delivery 
rooms, emergency room and x-ray room made on the Ran- 
dolph Hospital apply equally to this institution. The prin- 
ciple upon which the planning of the tuberculosis section 
is based cannot be too severely condemned in spite of the 
fact that a national association appears to approve of it. 
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Douglas Hospital 
Douglas, Ga. 


ORK is now under way on this twenty-three-bed 
hospital to serve a town of about 5,000 population 
and the surrounding community. It is estimated that the 
hospital will cost $22,000, including equipment, but not 
including land which was donated by the city. The cost per 
bed, therefore, will be $956. The institution is to serve 
both white and Negro patients. It was designed by 
J. M. Thrash, Jr., a student of architecture at Georgia 
School of Technology. It is not of fireproof construction. 
COMMENT: The charm of the very simple exterior bodes 
well for this hospital. There is no aping of Gargantuan 
hospitals—just a simple structure hugging the earth from 
which it has sprung. Nor does the plan let us down. Ex- 
cellent is the distinct segregation of the major elements 
of the problem—medical services, white patients’ and 


nurses’ quarters and the offices. Wouldn’t the Negroes, 
however, be just as well segregated and much better serv- 
iced if closer to the other patients? 

The absence of utility rooms is hardly compensated by 
the larger toilet rooms. Charting rooms are curiously 
placed and of questionable value. The absence of any con- 
veniences for the help, the subdivision of the otherwise 
ample kitchen area into many small rooms, the unnecessary 
emergency suite, division of the area assigned to x-ray 
into two rooms when one would have been better, and many 
similar details, it is hoped can be remedied before building 
commences. The architect only claims to have twenty- 
seven beds though the plan shows twenty-eight. It should, 
however, be rated as twenty-three-bed capacity as the four 
and three-bed wards are too small. The costs are very low. 
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HIS fifty-bed brick and concrete fireproof hospital now 
under construction will cost about $245,400 in all, $17,000 
of it for movable equipment and $15,000 for land. The cost 
per bed, excluding land, is $4,600, and the cost per cubic 
foot approximately $0.72. The heating plant, with auto- 
matically controlled stokers, is in a separate building. 
The floors are terrazzo with a rubber tile aisle in the corri- 
dors. Acoustical treatment is specified for corridors, nur- 
sery, delivery room, utility rooms and diet kitchens. An 
automatic electric elevator and an electric dumb-waiter 
serve all floors. The day rooms on the west overlook a fine 
park and give a distant view in two directions. 
Air conditioning is planned for the operating rooms. A 
completely equipped laundry will be provided and radio 
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Municipal Hospital 
Virginia, Minn. 


will be installed in some parts of the hospital. The steri- 
lizers and water still are automatically controlled. 

J. Albert Codding of Virginia, Minn., is the architect, 
with Erickson & Co. of Duluth, Minn., as associates. 

COMMENT: Here we have an excellent small hospital cut 
to the conventional big city pattern. Perhaps because it is a 
municipal hospital, six private rooms out of forty-four may 
be the proper proportion, but 15 per cent in private rooms 
would hardly seem to be enough for very sick patients. 

The extremely large x-ray department, kitchen and din- 
ing rooms and the inexplicably large fourth floor only em- 
phasize the absence of an isolation department. Why not 
interchange the operating department with the first floor 
patients’ unit, thus simplifying nursing and treatment? 
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The Presbyterian 


Sanatorium 
Albuquerque, N. M. 


HIS new fifty-bed unit of the South- 

western Presbyterian Sanatorium is 
devoted primarily to the surgical treat- 
ment of tuberculosis. While it is adminis- 
tered as part of the whole institution, this 
unit is complete in itself in all respects ex- 
cept for food service, the food being sent 
over from the main kitchen. 

The present building was erected in two 
sections at different times. The first sec- 
tion was the Maytag tuberculosis research 
laboratory built a few years ago. Then 
it was decided to convert the laboratory 
into a complete hospital unit. This was 
done by remodeling and extending the 
original building. 

The building is of fireproof construc- 
tion and is faced with stone. The sash 
of steel are extra large and have large 
openings for ventilation. The floors are 
of mastic tile with composition base and 
border. 

The total cost of the present building 
was about $165,000, including the original 
building and the additions and remodel- 
ing. About twenty of the rooms are built 
on the “Bacon plan” with an isolation 
vestibule arrangement. Berlin and Swern, 
Chicago, designed the later part of the 
building. 





Other Small Hospital 
Plans 


In recent years The MODERN HOSPITAL 
has published many articles dealing with 
the planning and construction of small 
hospitals. Following are references to ar- 
ticles published in 1932, 1933 and 193 


Beds 
How One Sanitorium Was Built to Serve 
Two Counties, Stanley W. Cassidy, Feb., 
se: NG. WE <edisekncntciteunnsnetacceiensorinastncnssmncauieninicbabesecints 42 
Modern Hospital Serves Connecticut Hill Towns, 
Raymond P. Sloan, Nov., 1933, p. 47............ 44 
Pledges From 4,000 Persons Built This Modern 
Hospital, F. M. Shields, April, 1933, p. 69.... 36 
New Private Hospital in Beirut Adopts Amer- 
ican Methods, Amin A. Khairallah, M.D., 
yg We i airnicecnenerceccerceeesaceusscenvecrciscseniictes 50 
A Hospital Designed to Meet the Needs of a 
Small Town, Edward J. Peters, Jan., 1933, 
p. 73 30 
The Institutional Hospital, Francis Willard 
Puckey and Austin D. Jenkins, Nov., 1934, 
BP cectara visas ean setcceenccccticincsemnenenenseninenentecssommeiocsneanion: ip 2 
In Eaton County They Call It “Our Hospital,”’ 











Raymond P. Sloan, Sept., 1934, p. 54.............. 12 
Montreal Children’s Hospital—Before and After, 
Huntley Ward Davis, April, 1934, p. 85.......... 40 


Log Cabin in Wyoming Serves as St. John’s 
Hospital, Raymond P. Sloan, March, 1934, 
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What Farmers Think 


By CARROLL P. STREETER 
Field Editor, Farmer’s Wife, St. Paul, Minn. 


Wife, national farm women’s magazine, 

has sounded out farm women’s senti- 
ment about the adequacy of their hospital 
facilities. Back in 1929 it polled 860 of them, se- 
lected at random, and a few months ago sent a 
brief questionnaire to 100 outstanding farm women 
who are known as Master Farm Homemakers. 
These queries have been in addition to personal 
talks with many farm women. 

The number of women is too small to justify 
conclusive statements, but at least the opinions can 
be taken as straws in the wind. The fact that 80 
of the 100 Master Farm Homemakers took time, a 
week before Christmas, to answer the question- 
naire at all indicates their interest. Their opinions 
are believed to be especially significant because 
these women are community leaders. They have 
all been given public recognition at state agricul- 
tural colleges as representing the best in American 
rural homemaking. Sooner or later their neighbors 
will feel the way they do now. 

First let us consider their views on whether 
small hospitals near home are preferable to larger 
and better ones farther away. They feel that both 
are necessary — the one for treatment of ordinary 
ailments and to give service in emergencies, the 
other for more difficult cases. They see the two 
as complementary parts of the same system. 


. Tt WICE within the last five years the Farmer’s 
? 


Prefer Small Local Institution 


If, however, they can have only one right now, 
most of them would prefer the smaller institution 
close at hand. They want a place easy to reach, 
where there is an air of informality and neighbor- 
liness and where their friends can come to see 
them readily. Furthermore, they realize that hav- 
ing a hospital near by means having a doctor near 
by, and nearness means something when you are 
paying a dollar a mile for the doctor’s trip. 

Farm women think that their families should 
not be more than ten to twenty-five miles from 
‘ome sort of hospital, even though it be small. Or, 
2S more of them put it, ‘“Not more than an hour 


Way, even in bad weather.” 


Living within an hour’s journey of a hospital 
s often more a matter of road conditions than of 
niles. “Folks who live in cities are inclined to for- 
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Good roads—small hospitals of ten 
totwenty beds near by, as well as better 
ones fifty to seventy-five miles distant 
—tax support for hospitals — some 
surance plan for paying hospital 
bills—these things most farm folk 
want, judging by what they have been 
telling the “Farmer's Wife” 


get how country roads can get,” as Mrs. A. H. 
Beebe of Logan, Iowa, pointed out. “Better roads 
are, in fact, our greatest hospital need. You can be 
in a very desperate situation when only ten miles 
from a hospital if you are mired down in black 
gumbo.” 

Some persons have dismissed the whole problem 
of availability of rural hospitals and doctors with 
the glib statement that “now that we have better 
roads and more automobiles, twenty-five miles 
means no more than five miles used to.” But some 
farmers do not have automobiles or telephones. 
And according to the 1930 census the percentages 
of farmers living on various kinds of roads were 
as follows: on hard surfaced roads, 10 per cent; 
on graveled roads, 21.5 per cent; on dirt roads, 
68.5 per cent. And of the 68.5 per cent living on 
dirt roads, more than half were living on “‘unim- 
proved dirt roads.” Presumably the situation has 
improved a little since 1930, but probably it is not 
greatly different. A “farmer” according to the 
census is any man who farms at least three acres 
or raises $250 worth of produce. 

Nor have better roads and more automobiles 
fully solved the problem of getting a doctor when 
a farm family needs one, partly because of the 
road situation just mentioned and partly because 
getting a doctor may be a matter of money as well 
as of time. Mileage charges, already cited, are one 
of the chief reasons why farm families often fail 
to call the doctor when they need one. City families 
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may live just as far from the doctor’s home but 
they pay no such charge. 

Then, too, some women report that certain doc- 
tors won’t make country calls at night if the roads 
are bad or if the possibility of payment is poor. 
This is no general indictment of rural physicians 
— rather, their services and sacrifices are appre- 
ciated — but it applies in some places. 

On the subject of tax supported hospitals as com- 
pared with others we asked this question: “Would 
you prefer a tax supported (county) hospital or 
one supported by contributions, tag days and other 
forms of charity?’ Ninety-two per cent preferred 
the tax supported institution. They gave little ex- 
planation beyond the belief that hospitals are too 
important to be left to the uncertainties of contri- 
butions. They didn’t mention the uncertainties to 
which county hospitals may be subject. Probably 
they did not consider all implications of this whole 
tax support question. While discussing taxation, 
however, they made it clear that taxation for 
health, as well as for education and other necessi- 
ties, must be borne more largely by other forms 
of wealth than by real estate. 

When it came to the question of whether “you 
would prefer to pay a flat rate per year and in 
return receive all reasonable hospital care, or go 
on taking your own risks on high or unexpected 
bills as at present,” the vote was practically two 
to one in favor of the flat rate. Possibly a vote 
taken among the rank and file of farmers would 
have been less favorable. We know, however, from 
the correspondence and conversations of recent 
years that the health insurance idea has stirred 
up much interest among farmers generally, and 
that this interest has increased a good deal in the 
last year. 

While many leaders among farm women would 
like to see insurance plans of some sort tried in 
their communities, most of them, we believe, are 
opposed to compulsory plans based on taxation. 


(This despite their heavy vote for county hospi- 
tals.) That is too long a step for the American 
farmer, at present at least. Despite the fact that 
he is cooperating in many new social experiments 
affecting his farming, now including compulsory 
control of cotton and tobacco production in the 
South, he is still more or less of an individualist. 

Differences of opinion were noted about compul- 
sory health insurance. For example, Mrs. E. W. 
Moyer, living near Ypsilanti, Mich., says that 
“farm women here feel that since the middle class 
of people lack the money to pay big sickness costs 
and cannot be admitted to tax supported hospitals, 
we had better have a new kind of tax supported 
institution that gives free care to everybody. Taxes 
for such a venture, though, should not be imposed 
only on those who happen to own real estate.” 

Many other farmers feel, however, that compul- 
sory insurance plans would tend to promote im- 
providence on the part of families who can meet 
their own sickness costs in some way. “Too many 
people are spending their money foolishly now, 
and then seeking aid from the rest of us — ‘the 
county’ — when sickness comes,” says Mrs. R. W. 
Goodman of St. John, Kans., in expressing a typical 
opinion. 

The resolutions on “relief” recently passed by 
the Grange and the Farm Bureau, two of the three 
big farm organizations, are of interest in connec- 
tion with social experiments in general. Said the 
Farm Bureau (agreeing with the Grange) : “Those 
who work should eat; those who cannot work 
should eat; those who will not work should not 
eat.” Farmers sense a trend toward more and 
more people relying on the government for various 
kinds of care and they don’t like it. 

Farmers are willing to go on paying taxes for 
hospitalization of the genuinely needy, as they 
have been doing, but they fear that under a com- 
pulsory insurance plan they would also be paying 
for many who are thriftless and have quit trying. 





Fighting Small Fires 


The hospital should be prepared to combat small fires 
which usually start in cupboards, stairways, waste baskets 
and similar places. This requires a sufficient quantity of 
small, efficient fire fighting equipment strategically dis- 
tributed. The equipment should be of a type that can be 
handled easily by the personnel, the committee on hospital 
planning and equipment of the American Hospital Asso- 
ciation states. 

In addition, all hospital buildings should be adequately 
protected by hydrants, water mains and water pressure 
for the use of the municipal fire department. 

Fire hose in buildings should be on a swinging rack or 
reel approximately 5 feet above the floor, with one end 
always connected with a standpipe and the other equipped 
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with a nozzle. Unlined hose with 24-inch connections is 
standard. 

Certain sections of the hospital should be equipped with 
sprinklers, especially places that are not under supervision 
the full twenty-four hours of each day, such as stores, the 
laundry, the paint shop and the carpenter shop. Special 
attention should be given laundry chutes and garbage 
chutes. X-ray film should be stored in a fireproof vault in 
the upper stories of the building, preferably in the attic or 
on the roof. This vault should be vented so as to permit 
the escape of fumes. A sprinkler system is essential for 
this vault. 

Sprinkler systems in patients’ rooms that are served by 
fire escapes are more of a danger than a protection, because 
of the possibility of the system letting loose while the rooms 
are occupied. 
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Small Hospitals Must Meet 
Special Problems 


By G. HARVEY AGNEW, M.D. 


Secretary, Department of Hospital Service, 
Canadian Medical Association 


\ A ] E CAN be very proud of our small hos- 
pital network on this continent. Except 
for certain isolated communities most 
of our rural people have some hospital facilities 
within a reasonable distance. These little hospitals 
are doing marvelous work and have reduced im- 
measurably the health hazards and hardships of 
the rural population, not to mention the relief af- 
forded to the medical profession. What the little 
hospitals in the Arctic regions far north of civiliza- 
tion, such as those at Aklavik, Dawson, Pangnir- 
tung and Fort Simpson, mean to the people there, 
can be but surmised by others. In these northern 
spaces aerial transport has proved a godsend. 

Several factors affecting the development of 
small hospitals in Canada should be of interest. 

1. With regard to governmental support, the 
various provinces make a definite statutory grant 
(annual or per patient day) to all general hospi- 
tals approved by them whether these are under 
municipal or voluntary control. This is a great 
help to struggling hospitals. Also the municipali- 
ties pay all approved hospitals a statutory rate (up 
to $2.50 per patient day) for nonpaying patients. 

2. The great majority of Canadian small hos- 
pitals are public rather than proprietary. Few 
doctors operate their own hospitals or they do so 
only until the community or a voluntary associa- 
tion can take them over, for profits are almost im- 
possible under the generous policy of the “open 
door.” This arrangement seems desirable for (1) 
hospitals receiving government grants are much 
more closely supervised than are those classified 
as private; (2) the needy are more readily hospi- 
‘alized; (3) all local doctors and their patients 
have the benefit of hospital facilities. 

3. The union hospital plan is one that has been 
developed to meet a rural problem. On the prairie 
Where distances are great and where, as in the 
older East, there are no departed wealthy families 
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Approximately 51 per cent of the general 
hospitals 1m the United States have less 
than forty beds. In Canada hospitals of 
fifty beds or less comprise 77 per cent of 
the total excluding specialized and govern- 
mental mstitutions. Because of this large 
number of small hospitals, Doctor 
Agneu’s discussion of problems peculiar 
to them, although based on Canadian ex- 
perience, should win widespread attention 


to leave “the mansion on the hill” for a hospital, a 
cooperative plan for launching a hospital has been 
evolved whereby several adjacent rural municipali- 
ties combine to finance a small hospital. This 
unique and successful plan is more fully described 
in the article on page 85 by Dr. F. C. Middleton, for- 
merly deputy minister of health for Saskatchewan. 
4. For fifteen years Red Cross hospitals and out- 
posts have served selected pioneer districts. It is 
the policy of the Red Cross to fill the emergency 
need of the community and then, as soon as feas- 
ible, to let the people assume the responsibility. 
This most commendable work is described else- 
where in this issue by Dr. F. W. Routley, director, 
Ontario division, Canadian Red Cross Society. 
Many smaller hospitals have become linked up 
with public health and social service in diverse 
ways. Some definitely cooperate for diagnostic and 
other work with the local health unit as, for exam- 
ple, at Red Deer, Alta. Some house the local health 
unit director, as at Gaspé, Que., or have the public 
health nurse use the hospital as a base. Many use 
the diagnostic facilities offered by the provincial 
governments for tissue and serologic work, thus 
solving the problem of obtaining superior labora- 
tory aid in the small hospital. In Alberta the gov- 
ernmental traveling clinic featuring diagnostic 
work and tonsillectomies has used the small rwral 
hospitals whenever possible. Tuberculosis and 
other special clinics are usually held in the local 
hospitals and in one province, Saskatchewan, hos- 
pitals receiving government assistance must be pre- 
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pared if necessary to accept tuberculous patients 
up to 10 per cent of their capacities. In Nova Scotia 
several small hospitals have built tuberculosis an- 
nexes with governmental assistance in an interest- 
ing experiment to supplement sanatorium care. 

In some instances local units of the hospital aux- 
iliary associations form oases of health interest in 
the neighboring communities and in one instance, 
at Antigonish, N. S., cooperate with the health edu- 
cational activities of the near-by university exten- 
sion department. Some hospitals, for example at 
Charlottetown, Prince Edward Island, furnish ob- 
stetric materials, without cost if necessary, for 
home confinements. Few as yet have established 
general out-patient departments although many 
are considering the feasibility of such. The decid- 
ing factor is usually whether the doctors would pre- 
fer to see nonpaying patients at their offices, as at 
present, or at the hospital. 


Two Common Staff Difficulties 


In a small community the public is more inti- 
mately acquainted with the hospital than in a large 
city. Everybody knows of its difficulties, especially 
of its unfortunate mishaps, and support may be 
influenced unduly by personal and social relation- 
ships. Rural people often require extensive educa- 
tion to make them “hospital minded.” Many a fine 
little hospital donated to a community has been 
quite unappreciated by the recipients. At the same 
time there does seem to be much better team spirit 
and public support than in larger centers and for 
this reason the local hospital under proper manage- 
ment can become an integral part of community 
life. The management of a small hospital often 
requires qualities that are not essential in the man- 
agement of a large urban hospital. 

The small hospital’s relation with the medical 
profession is very intimate, particularly because 
of the usually open staff arrangements. Two com- 
mon staff difficulties evoke frequent comment, first, 
the reluctance of most doctors to write adequate 
histories and, second, the problem of deciding who 
shall or shall not do nonemergency major surgery 
and other specialized work. This latter difficulty 
has been much increased by the establishment of 
so many well equipped but loosely organized small 
hospitals. In one province the hospital association 
has asked the medical association to assist in find- 
ing the solution. The certification of specialists, 
as in Alberta, is a progressive step but is still 
insufficient to meet the problem. Combined medical 
and governmental supervision and better staff or- 
ganization seem essential, although ideal results 
may not be possible until a system is devised 
whereby it is not so essential for a physician’s 
income and community standing that he refrain 
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from turning the patient over to a colleague. 

A study of small hospital distribution reveals 
large areas inadequately covered, while in other 
more closely settled districts almost every little 
town has a tiny hospital, perhaps two. This is 
largely due to the lack of coordinated planning of 
distribution and to the determining factors of local 
initiative and local pride. Frequently religious 
viewpoints have resulted in this duplication. Within 
a radius of a few dozen miles one may find a num- 
ber of small hospitals all doing conscientious work, 
but not one with an expert radiologist, a patholo- 
gist or a physiotherapy or electrocardiographic 
department. In these days of good highways and 
motor cars such a situation is needless. Moreover, 
in the same area we may look in vain for a home 
for the incurable, for the chronic, for the conva- 
lescent or for patients with communicable diseases. 
Some provincial governments are now studying 
this matter seriously and approval has been denied 
for several unnecessary hospital proposals. 

The question of finance has naturally been a 
much more serious matter during the last few 
years but thanks to governmental assistance and 
reasonable municipal support for nonpaying cases, 
few hospitals have had to close. At the same time 
insolvent municipalities, particularly in drought 
areas, and parsimonious officials elsewhere have 
reduced earned receipts from these sources. Many 
smaller hospitals have found it advisable occa- 
sionally to barter their services for produce and 
labor. Some have developed flat rate plans and 
revised private charges to increase patronage. 
Other hospitals have found group hospitalization 
plans successful. 

Where prices are at all comparable business 
should be placed locally, but all too often, because 
of public opinion, hospitals must purchase locally 
at higher rates. The question of local preference 
affects personnel likewise. Home talent should be 
given preference if possible, but it is blind folly 
to turn down highly trained and experienced appli- 
cants because they come from elsewhere. Undue 
inbreeding on the nursing staff particularly has 
definite disadvantages. 


Leadership Is the Biggest Problem 


The problem of leadership and vision is the big- 
gest problem facing small hospitals today. In rural 
or pioneer areas the hospital was often born out 
of dire emergency, public demand being crystal- 
lized by some unnecessary maternal or surgical 
death. But the completion of a building does not 
mean the completion of a task, for nowhere is there 
such need for hospital and health leadership as in 
the small community. Few communities indeed can 
boast of properly trained public health nurses, of 


The MODERN HOSPITAL 














— bt mm Rm PRR DO RM M oh 


—_— Ss ae US 


a EE cll ce Si Te ee 


Cr = +8 Ve WY = WwwwaeNs wa w& 


\w CT = , 


_ 








adequate social service organizations or of full- 
time health officers. All too often the hospital and 
the local doctors are the only parties able to give 
health leadership. Is it always given? And why 
not? Lack of funds, true, may be the factor but the 
success of enthusiastic voluntary workers under 
apparently impossible conditions would suggest 
another factor. 

The chief reason would seem to be lack of vision 
—- failure on the part of many in positions of lead- 
ership to realize just what their hospital could do 
and to what extent it could be developed to meet 
community health needs. This must not be con- 
strued as a reflection on that great group of hos- 
pital trustees, superintendents, Sisters and doctors 
who have given ample and glorious proof of their 
devoted service, but it should indicate the great 
necessity in isolated hospitals of a more thorough 
analysis of local health needs and concentration on 
those whose solution might best be undertaken by 
the hospital. 

This situation has resulted in large part because 
of lack of contact with the experience and inspira- 
tional leadership of others. Many small hospital 
workers have few if any outside contacts. All too 


many never see a hospital journal, yet one adopted 
idea alone should more than pay for a subscription. 
Moreover, there is but slight excuse for any hos- 
pital not being represented at its state or provincial 
convention. Every hospital should be represented 
in force for it is an unobservant delegate indeed 
who cannot glean enough suggestions to more than 
compensate for expenses. When motor travel is 
possible the chairman of the board might well be 
accompanied by half a dozen trustees, the superin- 
tendent and the chairman of the staff. The British 
Columbia association has minimized the effect of 
distance by pooling the delegates’ traveling ex- 
penses. 

An illustration of lack of contact is afforded by 
the large chain of rural municipal hospitals in 
Alberta. Organized apart from the excellent prov- 
incial hospital association, their convention is held 
with that of the rural municipalities. As county 
or other officials act as delegates to both bodies, the 
superintendents seldom participate and the discus- 
sions deal with legislation and finance rather than 
service. Fortunately, in nearly all provinces the 
small hospitals are well represented and their dele- 
gates take an active part in association work. 





How to Clean Walls 


An excellent and instructive article dealing with the 
subject of washing walls appears in the American Painter 
& Decorator. This article, written by George B. Perry, 
editor of that publication, and addressed to painters and 
decorators, contains a wealth of valuable information for 
the hospital superintendent in letting painting contracts 
or in planning and supervising the work of his own staff. 
Pertinent excerpts are, with Mr. Perry’s permission, re- 
printed in the paragraphs which follow: 

“A good many streaks are caused when washing a wall 
by water and solutions running down the dry wall below 
the place where one is working. 

“This type of streak is easily prevented by wetting a 
section of the wall, starting at the bottom and working up, 
before starting the washing operation. Then when one 
starts to wash at the top of the wall the solution will run 
down a wet wall and have almost no streaking effect. 

“When a wall is to be washed the temperature of the 
room should be reasonably low — low enough so that the 
water will not dry on the wall. This is another cause of 
streaks. Once the dirt is moistened the wall must be kept 
wet until the dirt is removed. If it dries prior to that 
streaks will result which will be difficult to remove. 

“The washing of a wall should be done with good sponges 
— two, at least are required — one for doing the cleaning on 
dirty work and one for the rinsing. 

“A good painter doesn’t rub hard for he realizes that such 
tactics will push the dirt into the finish, particularly into 
a flat paint finish. Instead he uses his solution to soften 
and loosen the dirt so that it can be rinsed off. 

“He applies the water or solution with a circular motion 
of the sponge and hand. When working with the cleaning 
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solution he starts at the top of the wall and, using the 
circular motion, works across a given section first to the 
right, then to the left, working on down to the base. 

“Then he returns to the top where the solution has been 
at work softening the dirt and works across and down 
again. When the dirt has been removed he takes clean cold 
water and a clean sponge and goes over the wall a time or 
two to be sure that it is perfectly clean and that no traces 
of the alkali solution remain. 

“The rinsing should be done before starting to wash a 
new section because if the alkali solution is allowed to dry 
on the surface some of it may penetrate the old paint and 
make it difficult to remove, and if any trace of alkali re- 
mains it is likely to soften and cut through the new paint, 
thus ruining the new finish. 

“The procedure for washing walls that are not to be 
painted is similar — the only difference being that a much 
milder solution should be used to soften the dirt. If the 
wall is not to be repainted it should be dried with a chamois 
after rinsing in order to prevent streaking.” 





Washing Woolens and Flannels 


Woolens and flannels should be washed with plain soap 
chips or chips containing a good grade of oil, according to 
an article in the thirteenth edition of The HosPITAL YEAR- 
BOOK. The actual washing process is given as follows: a 
seven-inch break for five minutes at 90°F., a ten-inch suds 
for ten minutes at 90°F., and three fourteen-inch rinses 
for five minutes at 90°F. The article lists seven conditions 
that may cause undue lint in the washwheel. The washroom 
formulas and the washing processes for various other types 
of laundry are given in detail in the article. 
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These two pictures show the improvements made in the appearance of the entrance lobby. 


CONOMIZE — MOD- 
iw ERNIZE. These two 
words are without 
much doubt the most impor- 
tant in the hospital lexicon 
today. They sound contra- 
dictory, but, in effect, both 
of them actually can have the very same meaning. 
Many hospital trustees and administrators now 
gaze at their old buildings and sadly recall the good 
old days when a set of plans was all that was nec- 
essary to start money rolling in for a new building. 
Often merely the idea would have sufficed. All 
agree, however, that although those days may not 
be gone forever, their return cannot be expected 
for perhaps another generation. Therefore it is 
real economy to improve and to protect what we 
now have, and to operate it efficiently. 

Lenox Hill Hospital occupies the block in New 
York City bounded by Park and Lexington Ave- 
nues, Seventy-Sixth and Seventy-Seventh Streets. 
Six years ago a $6,000,000 building project was 
inaugurated ; it was less than half completed three 
years later. The main hospital services were then 
transferred from the old building on Seventy- 
Seventh Street to the new building on Seventy- 
Sixth Street. The hospital’s bed capacity was only 
slightly increased, to 325, inasmuch as the old 
building was abandoned in line with plans to tear 
it down and erect on that site the remaining half 
of the new hospital building. 

In 1931, when we moved into this new building, 


Rehabilitation Instead} ¢ 


we were still far from our goal in fund collection, 
even for the part then completed. The demand for 
free care had grown and has continued to grow; 
but we could do no more than remain as we then 
were —a 325-bed hospital. Whatever seemed 
worth while was taken from the old building and 
the doors which had been open every minute since 
1867 were finally locked. 

This old building is over 300 feet long on Sev- 
enty-Seventh Street, and connects on two floors 
with our Children’s Hospital at the Lexington Ave- 
nue corner; on one floor and the basement with 
the Dispensary Building on Park Avenue, and in 
the center basement a tunnel connects it with a 
wing of the new building on Seventy-Sixth Street. 
Although it is one structure, the eastern end was 
erected in 1884. It has four stories, basement and 
sub-basement; brick construction with wood floors, 
beams and trim, except in center section. Two of 
the four stairways were wood, with iron stringers. 
Although nonfireproof, all partitions are of heavy 
brick construction. Ceilings are 16 to 18 feet in 
height. There are many large windows and a 
number of fire escapes. 

Construction of the old building was started in 


Formerly a men’s ward, this space was successfully remodeled to care for maternity cases. 
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By JC "IN H. HAYES 


Superintendent, Leiox Hill Hospital, New York City 


1865 at the end of the Civil War. Rejuvenation of 
that building was started in 1933 in the midst of 
an economic war almost as devastating. 

Demand for additional beds, prompted largely 
in the beginning by requests for beds for chest 
cases, led us to open part of one floor. From this 
there developed the desire to use more of the build- 
ing, until today every corner is occupied and our 
bed capacity has been increased to 600, approxi- 
mately what it would have been had we completed 
our entire building program. 

Today the building is practically fireproof and 
pronounced so by fire protection engineers. From 
many viewpoints it is more desirable than our later 
construction. Yet, aside from a two-story bridge 
connecting to our new building, all improvements 
were made by our own staff of plumbers, carpen- 
ters, painters, electricians and masons, at a cost 
only of material and the wages of four extra men 
employed in addition to the usual staff. 

Although the accompanying pictures give an 


BEFORE 


A large storeroom in the basement was remodeled to provide additional laundry space. 





This room on the second floor, formerly an accountants’ office, is now a semiprivate room. 


AFTER 





idea of the scope of the changes made, the follow- 
ing may prove of interest. 

The two nonfireproof stairways were supplied 
with a one-piece combination iron riser and tread, 
the tread being then filled with metal lath and 
cement, and painted. It was found that plaster in 
basement and sub-basement ceilings was held with 
reed grass where wood lath was not used. This 
was removed and replaced with wire lath and plas- 
ter or metal ceilings. Wood floors of two and three 
thicknesses, with worn wood bases, were replaced 
by placing whalebone lath in arches and filling 
with cinder concrete, topped by cement floors and 
bases. These were then covered with a heavy com- 
position flooring. All unnecessary doors and other 
openings were closed with hollow tile and plaster. 
In many places in the basement, wood doors and 
frames were replaced with iron doors and frames 
which were surplus or replacements from the new 
building or found in storage. Sprinkler heads were 
piped in many places in the basement. A large 
tiled room formerly used as a kitchen was reno- 
vated and diverted to use as a laundry addition for 
presses. This additional laundry space, as well as 
a large linen repair room, was made necessary by 
the increase in bed capacity. 

Throughout the building the wood trim and win- 
dows were of oak, varnished so often that hand 
graining only was in evidence. Marks of indenta- 
tion from stretchers and wagons made necessary 
excellent cabinet work in restoring to original 
form. All woodwork was then painted. The wood 



















BEFORE 


The corridor lead- 
ing to the mater- 
nity ward was an 
unsightly place 
before rehabilita- 
tion. New lighting 
fixtures, the ap- 
plication of paint 
and a number of 
other changes, 
however, have 
greatly altered 
the appearance of 
this section. 


The basement 
corridors were 
completely remod- 
eled. Wood floors 
and bases were re- 
placed by placing 
whalebone lath in 
arches and filling 
with cinder con- 
crete, topped by 
cement floors and 
bases. These were 
covered with a 
heavy flooring. 


floors of wards remain, scraped, stained and var- 
nished. Some patching was necessary. These floors 
are not considered a fire hazard due to the height 
of the ceilings and all-masonry partitions. A cen- 
trifugal paint spraying machine made painting of 
ceilings and large wall spaces economical. On the 
first two floors the west wards, 100 feet long, were 
divided by hollow tile partition from the founda- 
tion up, thus strengthening these long expanses and 
providing further fire protection. This also made 
possible services for both sexes in our new neuro- 
psychiatric and fracture services. 

Old sinks, toilets and other plumbing fixtures 
were put in good shape, or new parts were added 
or new fixtures purchased at reasonable prices. 
Old sterilizers were repaired; others were added 
by the purchase of rebuilt equipment. A few new 
ones were bought. Many beds, some thirty-five 
years old, were placed in acid baths, then reen- 
ameled in two-color effects. New casters and 
gatches were, of course, necessary. New electric 
wiring was drawn through the old conduits and 
cheap but attractive lighting fixtures replaced the 
old-fashioned ones. Electric clocks were installed 
at a cost of about $8 each. 

It was astonishing how convenient a new door 
opening or the closing of a space made the entire 
arrangement. Metal treads with brass noses cov- 
ered worn marble steps. One of these steps wore 
through the last week of our tenancy of the old 
building. Tables, chairs and metal hospital equip- 
ment, long in basement storerooms, readily re- 
sponded to cleaning and repair, and plating re- 
stored many fixtures to newness. 


New Heating System Installed 


The entire hot air heating system, expensive to 
operate and inefficient because of dust clogging of 
flues, was discontinued and all openings sealed 
vertically and horizontally by the masons, thus 
eliminating another fire hazard. This system was 
easily replaced by headers and pipes hung in the 
walls, and now, for the first time in many years, 
the entire building can be kept as warm as is re- 
quired, as was proved in last year’s record winter. 
Heat is better controlled because of these coils, 
whereas formerly either those beds nearest the reg- 
isters were uncomfortably hot or the others were 
cold. This also made possible the removal of large 
brick tunnels and piers in the basement where the 
air was heated, provided thousands of needed 
bricks and made a large additional space there for 
a shop and a recreation room for the male help. 

Ward pantries were refurnished with ice boxes 
and metal closets which had been taken from the 
private wing when the new building was added to 
it, thus making possible removal of old inefficient 
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insanitary equipment without expense. Dish warm- 
ing closets from discontinued kitchens were 
cleaned and painted and made excellent blanket 
warmers. 

Throughout the building every possible piece of 
wood was replaced with metal or mason work. 
Metal corner irons, over one hundred, were in- 
stalled where required. 

Each ward and room is now tastefully decorated, 
usually in two-color effects. Doors and trim are in 
two shades of gray. 


Many New Facilities Are Provided 


This work has taken almost two years because 
it was somewhat of a spare time job, men being 
used from every department as occasion war- 
ranted. It was done at a time when materials were 
cheapest. One floor at a time was the usual pro- 
cedure and patients were admitted or moved as 
each unit was completed. We now have the follow- 
ing facilities where a short time ago there was 
merely an abandoned hospital building: 

Basement: sorting and linen rooms; press room ; 
engineer’s office; cleaning materials distribution 
room; ping-pong room for interns; recreation 
room for help; glass storage room, and shop. 

First floor: neuropsychiatric wards (30 beds) ; 
isolation and quiet rooms; lobby with surrounding 
rooms for mental hygiene and ante partum clinics, 
and women’s chest ward (23 beds). 

Second floor: fracture wards (28 beds) ; splint 
room; three semiprivate rooms for seven male pa- 
tients, and male chest ward (21 beds). Both chest 
wards have porches for their entire length. 

Third floor: maternity ward (31 beds) ; isola- 
tion rooms; three delivery rooms; two nurseries 
with sixty bassinets. This floor also extends on 
to the fourth floor of the children’s building, where 
we have renovated and provided ten rooms of two 
beds each for semiprivate maternity cases. 

Fourth floor: male help quarters. 

In addition to the above the former x-ray quar- 
ters adjoining on the Park Avenue side were con- 
verted into rooms for pneumothorax, basal metab- 
olism and electrocardiograph work, making them 
available to old building, new building and dis- 
pensary. 

The exterior of the old building was steam 
cleaned for the first time in seventy years. This 
cost $250 and was paid for by one of our doctors. 
Even though this is a large hospital in a large city, 
we have not hesitated to ask our friends for equip- 
ment and materials in the same manner as would 
a small community hospital. Trustees and friends 
vere asked for used partitions, desks, chairs, 
Lables, all of which we were able to restore, often 
0 a condition or appearance excelling the original. 
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These two pic- 
tures show the 
changes made in 
another one of the 
basement corri- 
dors. Wood doors 
and frames were 
replaced with iron 
doors and frames 
which were sur- 
plus equipment 
or replace- 
ments from the 
new building or 
were in storage. 


The two nonfire- 
proof stairways 
in the building 
were supplied 
with a one-piece 
combination iron 
riser and tread, 
the tread being 
filled with metal 
lath and cement 
and painted. 
These two pic- 
tures of the west 
stairway show the 
improvement. 
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It is astonishing how much can be secured in that 
manner. Easy chairs, rugs, draperies and pictures 
for reception rooms and various other items, now 
resting in storerooms, can be made to serve for 
many years. 

It is astonishing also what a change a few bags 
of cement and sand or $10 worth of tile will create. 
We have modernized our toilets and baths and have 
provided showers merely by the purchase of a 
sheet of lead, some tiles and piping. In many in- 
stances we have made changes in floor material the 
cost of which has already been paid for, or soon 








The former main oper- 


ating room, above, is some improvements 
now the modern delivery 
room shown below. 





will be, by the saving in cost of cleaning the orig- 
inal surfaces. 

Throughout all of this we had the utmost help 
and enthusiasm of our 600 workers. In addition, 
our ladies’ auxiliary provided draperies, curtains, 
linens, bed curtains, all of the best. They also gave 
to us large sums which they collected in their en- 
thusiasm for the restoration of this old building. 
We even used the chemist to tell us how to restore 
old tile and brick. Bichloride stains in the old oper- 
ating rooms (now delivery rooms) which had 
accumulated over many decades, were promptly 
removed by his concoctions. Many new casters 
were purchased because they were needed on old 
equipment. These are an economy. The chief en- 
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The lower picture shows 


made in the old ward 
pantry pictured above. 








gineer and every one of his men worked with a 
pride of workmanship I have never witnessed else- 
where. Each one seemed intent on showing what a 
fine job he could perform, and many voluntarily 
worked overtime on what became a labor of love. 
Naturally, a great deal of sentiment attaches to 
this. The building was an old friend needing help. 

Doctors and nurses strolled from their daily 
rounds to watch progress, and all contributed ideas, 
many of which were carried out. One of the at- 
tending physicians gazed wide-eyed at the trans- 
formation and then asked: “‘When are you going to 


BEFORE 


The nursery below was 
formerly part of the 


women’s ward shown in 
the picture above. 


tear down the NEW building?” which is perhaps 
the best commentary on the general opinion of 
those who knew the structure “before and after.” 
It is therefore natural that all of us are proud, not 
only of what has been done but of what it has cost. 
The cost of extra labor and equipment purchased 
amounted to approximately $30,000, maximum. It 
is impossible to figure the cost accurately, inasmuch 
as items such as paint and fittings were included 
in monthly maintenance bills—where they belong 
— and not definitely charged to old building repair. 
Most of this was spent for beds, mattresses, sur- 
gical equipment and the many items necessary for 
each ward bed. It also included $4,500 for the two- 
story bridge, the only work not performed by our 
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This modernly equipped linen repair room was formerly a dining room for the help. 


own men. Toward this $30,000 the ladies con- 
tributed over $6,000. 

Briefly, we now have a beautiful new building 
where we formerly had an empty shell ready for 
the wreckers. We now have a complete hospital 
service, except for contagious diseases. We have 
twice as many beds and, without increasing over- 
head, we are able to perform more ward service 
without greater loss for the reason that these addi- 
tional beds lessen the actual per diem cost for all 
beds. We have provided work for many unem- 


ployed nurses and others, and we have a greater 
pride in our accomplishments. 

Managers of hospitals with old buildings who 
feel that there is a crying need for replacement 
and no likelihood of collecting the necessary funds 
could well study plans for rehabilitation instead. 
Like efficient housewives, we must do our cleaning 
a room at a time, and although we always cherish 
thoughts of larger and better equipped houses, we 
should now do our best with what we have at hand 
so as to make them more nearly what we hope for. 





What Is “Public” Service? 


There has grown up in the United States and elsewhere 
great confusion of thought due in no small part to the in- 
accurate use of the words “public” and “official,” in the 
opinion of Nicholas Murray Butler, president of Columbia 
University, as stated in his annual report for 1934. 

President Butler says: “In the United States by far the 
greater part of that which is public is not official at all, and 
the highest and finest type of public service is not, and never 
has been, official. The administration of the post office is 
both official and public; but philanthropy, the advancement 
of science and letters and the fine arts as well as the en- 
hancement of the religious life of men, while always public 
are very rarely official... . 

“It is established policy in the United States, and has been 
for an indefinite past, that nonprofit making public service 
formally undertaken in the sphere of liberty through the 
voluntary cooperation of individuals or groups, shall not be 
called upon to meet any share of the cost of government. 
Therefore, property held for these public purposes is pretty 
uniformly exempt from taxation, as are gifts made for these 
purposes. ... 

“The convincing reason for this policy should be quite 
obvious. It is that this public service in the sphere of lib- 
‘rty is not only on a par with any public service which can 
»e rendered in the sphere of government but usually is quite 
superior to it. This formal recognition by the people, 
through their government, of the public service character 
»f undertakings in their sphere of liberty, whether religious, 
-ducational or philanthropic, is so well established that it 
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cannot be departed from or abandoned without completely 
wrecking all that is best in American public life. When a 
people desires to undertake any course of action collectively, 
it may carry out its purpose either by appeal to government 
or by voluntary and self-directed action. The latter is the 
course always to be followed until its impracticability in any 
given case shall have been clearly demonstrated.” 





Stopping Roof and Wall Leaks 


Water leaks are the most common defect in the walls 
and roof of a building and often result in serious damage. 
Leaks through the roof are caused by broken or loose tile, 
loose or missing shingles, faulty flashing and openings in 
paper and asphalt covering, the committee on hospital 
planning and equipment of the American Hospital Asso- 
ciation points out. 

Water may follow roof construction for several feet from 
the entrance point before passing down to the walls and 
ceilings. This makes it difficult to locate leaks, but repairs 
cannot be accomplished until the entrance point of the 
water is found. 

Moisture penetrates walls through cracks, defective tuck 
pointing, inferior quality bricks, caulking around windows 
and doors and opening of seams. Caulking and tuck point- 
ing often are all that is needed, but sometimes the damage 
is severe enough to require rebuilding of the wall. If the 
moisture penetration is slight, treatment of the surface 
with clear or colored waterproofing may help to remedy 
the situation. 








The Small Hospital's Home and]f 


ties. Its needs are as varied as those of a 

great medical center but it lacks patients to 
justify such quantities of equipment, the trained 
personnel to use it and the funds to build, equip 
and operate it. 

The small hospital plan cannot be based on that 
of the large ones in which all of the doctors and 
most of the nurses received their training, and 
from which the laymen directors find their inspira- 
tion. To be rational, efficient and economical, its 
planning must be based on a penetrating analysis 
of its own peculiar needs. 

The few on the medical staffs of the small hospi- 
tals replace the hosts of specialists on the staffs of 
large ones. The members of the nursing staff dis- 
play surprising versatility, now in the operating 
room — then in the wards — followed, perhaps, by 
a brief turn on the books. They do a splendid job. 
And their trying tasks should be eased as much as 
possible by a building plan that recognizes the pe- 
culiar requirements imposed by the organization. 


Piteiees a small hospital has its difficul- 


Minimum Is 80 Square Feet per Patient 


There must be no relaxation of the well recog- 
nized minimum standard of 80 square feet for each 
patient in a two-bed or larger room. Medically, 
this is perhaps an empirical standard but practi- 
cally it has been found that 80 square feet per 
patient is comfortable for a four-bed room and 
just a wee bit cramped for a two-bed room — 
doors, furniture, carts and personnel being what 
they are. Sixty-two square feet per bed, even 
though approved with all the dignity of a Duke 
Foundation, only deludes and makes a paper record 
of low costs per bed. But that sort of thing is a 
common fault in small hospital planning. Because 
the number of beds is small, it is assumed that the 
rooms may be small and that by some miracle the 
demonstrated practical requirements of daily use 
may be ignored. 

The small hospital must be prepared to accept 
patients of all clinical, economic and racial classi- 
fications. It can’t “pass the buck,” for seldom is 
there any other place to send them. It must be 
prepared for wide variations in occupancy and for 
equally spectacular variations in clinical and eco- 
nomic classifications. One day there are six ma- 
ternity cases — then there is none. With the best 
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room already occupied, both the minister’s wife 
and the banker’s child come in. So it goes endlessly. 
Flexibility then is a paramount objective — two- 
bed rooms become private, private rooms become 
two-bed ones and clinical and sex classifications of 
the wards change from day to day. And to further 
confound the confusion, in many centers in which 
small hospitals are located a ward bed is just as 
helpful as the water of the Pacific is to the thirsty 
man in the middle of it. 

Seldom in a hospital of forty beds is a ward 
with more than four beds justified; in the fifteen 
or twenty-bed hospital only exceptional conditions 
justify wards of four beds. The hospital of fifty- 
two beds with an eight-bed ward and three six-bed 
wards probably cannot satisfactorily operate these 
twenty-six beds at an average capacity any greater 
than twenty beds divided among four four-bed 
wards and two two-bed wards. The saving in ini- 
tial cost is obvious. 

The number of private rooms should not be de- 
termined solely by their possible earning power. 
There should be enough of them so that when it is 
desirable to move a ward patient into one it is 
available. This promotes better medical technique, 
comfort of patients and maximum use of available 
beds. Private rooms 10 by 16 feet should be seri- 
ously considered for they are large enough for two 
beds in an emergency and yet make excellent single 
rooms and cost little more than the smaller rooms. 

As there can be little practicable reduction in 
the floor area of patients’ rooms, the building vol- 
ume will be largely determined by the satellite 
rooms. At the outset it should be recognized that 
these essential adjuncts — corridors, kitchen, op- 
erating rooms, boiler rooms, toilets — will occupy 
a considerable part of the volume. In the larger 
hospitals patients’ rooms are but 18 to 25 per cent 
of the total gross building area. To do as well in 
the small ones requires a searching analysis of 
every space eating element. 

In the personal service to the patient the prob- 
lem is most acute. Remembering the probable 
rapid changes in the clinical, sex, economic and (in 
the South and Southwest) racial classifications, it 
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d} How It Should Be Arranged 





Planning must be based 
on an analysis of needs 


is obvious that every patient’s room and ward must 
have a lavatory, either in or immediately adjacent 
to it. Proper nursing technique and economy of 
operation strongly point to the desirability of a 
water closet, with a spout over it for cleansing 
bedpans, urinals and basins, adjoining every pa- 
tient’s room and ward. To provide this is not as 
expensive as it seems to be. Analysis of one widely 
publicized set of plans for a model small hospital, 
and of a number of others shows that fewer plumb- 
ing fixtures and less floor area would have been 
required if every patient’s room had been con- 
nected to such a service-toilet room. 

The usual complement of rooms necessary to the 
patients’ bedside care must be provided. A utility 
room, linen room, janitor’s closet, nurses’ station 
and bathroom are the principal ones required for 
bedside care. It is obvious that all of these are 
necessary no matter how few the patients may be. 
It is equally obvious that one set of these rooms 
should be sufficient for as many as forty to fifty 
beds if the patients’ rooms were readily accessible ; 
on the other hand, three sets would be necessary 
if these patients were divided among three floors. 
It is evident that if all patients could be grouped 
around a single set of these rooms, considerable 
economies in building costs would result. 


One-Story Building Is Cheaper 


A study of a recently published and well spon- 
sored twenty-seven-bed hospital (a three-story 
building) shows three sets of utility rooms, totaling 
1,600 square feet gross area. If the patients were 
all on one floor one-half of this, or about 900 
square feet would provide much more liberal facili- 
ties. In the same hospital we find two serving pan- 
tries. If the kitchen were on the same first floor 
with the patient, pantries would be unnecessary 
and 440 square feet of gross area could be elimi- 
nated. But even in the two and three-storied hos- 
vitals this space might easily be eliminated. The 
multistoried hospital requires lift equipment; in 
‘his one we find an elevator and a dumb-waiter. 
But stairs also are necessary. In this one the area 
required for stairs and elevators is 1,290 square 
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feet—nearly 10 per cent of the total area of the 
buildings. In the one-story building no lift equip- 
ment is necessary, though basement stairs are. 

Using this otherwise well planned twenty-seven 
bed, three-story hospital as a base, the reduction 
in floor area possible by substituting a one-story 
building is 2,140 square feet or 1614 per cent of 
the total area of the building as erected. The sav- 
ing in costs is probably between 5 and 15 per cent. 

Even though the one-story hospital did not cost 
less it still merits consideration because of its 
greater convenience in caring for the patients and 
the elimination of costly mechanical contrivances. 
If we add to this the difficulties and cost of effi- 
ciently nursing, say, fifteen patients on three floors 
—there seems to be little reason for the multi- 
storied hospital. 


Have an Ample Site 


The site should always be ample — from three 
to five acres — whether the hospital has one story 
or several. As most small hospitals are in towns 
of under 10,000, the land costs need never be an 
important element in the budget. 

The planning of medical services presents a 
problem of nice discrimination and judgment. Most 
of us will admit that it is desirable to have a birth 
room separate from the operating room. Every 
one will agree that there should be a spare operat- 
ing room. But the application of these ideas to the 
small hospital is a drain on funds that should often 
be used for better purposes. It is not a solution of 
the problem to provide a birth room, a main operat- 
ing room and a minor one as was done in the 
twenty-seven-bed hospital to which I have re- 
ferred. If we imagine it operating at 80 per cent 
capacity, it is found that it probably will not aver- 
age more than one-half procedure per day for each 
room. Medical theories may justify such provi- 
sions but my common sense tells me that if the 
funds are limited one of these three rooms might 
easily be spared; even with two rooms, it would 
mean only about one procedure per day per room. 

It is difficult to justify more than two rooms for 
surgery and obstetrics in the hospital of forty beds 
and under. But those two rooms should be large 
enough to permit of the best of technique — prob- 
ably 16 by 20 feet and certainly never less than 
14 by 18 feet. The two rooms should be close to- 
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gether. A doctors’ locker room large enough to per- 
mit three or four surgeons to dress at once, 
equipped with a washbasin and hanging space but 
not lockers, and a combination nurses’ work and 
sterilizing room would complete the operating de- 
partment. 

The x-ray department ceases to be a “depart- 
ment” in the very small hospital and becomes 
merely a room with a closet near by as a dark 
room. The development of the powerful portable 
and shockproof unit makes possible a dual use of 
this room if desired. The apparatus can be ar- 
ranged in such a way that the room may be used 
for an examining room as well, or even as an oper- 
ating room when desired. 










Pharmacy and Laboratory May Be Combined 





It must be remembered that small hospitals can- 
not afford a resident pathologist. The larger of 
them may at times have a technician who doubles 
in the x-ray and pharmacy. Difficult analyses are 
probably transmitted to the larger hospital or state 
laboratory. Therefore, it seems feasible to com- 
bine the pharmacy and the laboratory in one room 
and that one not very large. 

Just how many solariums are necessary for any 
hospital will always be a question of judgment. But 
I can’t pin any medals on that twenty-seven-bed 
hospital, whose plans I have before me, which has 
four solariums containing 1,030 square feet. Espe- 
cially do I refrain from any encomium for this 
hospital when I find that its four-bed wards have 
but 65 square feet per bed and that there is but one 
storeroom with a total area of about 140 square 
feet. 

Whether or not an out-patient department 
should be installed will depend entirely on local 
conditions. If such a department is considered 
necessary, the amount of work reasonably expected 
should determine the space allotment and not an 
imaginary clinical subdivision. Probably in most 
cases a single room with an adjacent waiting room 
will be more than ample. This suite can also be 
used by physicians who bring in a patient for ex- 
amination and consultation. 

One of my pet theories is that the basement is a 
proper place for boilers, pipes and storerooms, and 
that it can be made acceptable for a morgue, laun- 
dry and help’s locker room, but with these its 
decent usefulness ends. I am not even convinced 
that it is proper to house Negro patients below the 
ground level, as they seem to do in the South, occa- 
sionally with the blessings of great charitable 
foundations. So it isn’t surprising that I deplore 
the practice of putting the out-patient department 
in the basement. Aside from the esthetic, sanitary 
and psychologic objection to an out-patient depart- 
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ment in the basement, there is, I believe, a strong 
practical objection. There are not enough person- 
nel to make such an arrangement satisfactory. 
Too many entrances and exits are a nuisance 
anywhere. In the small hospital there can be only 
three, the main entrance, a goods entrance and a 
door in the basement for the removal of bodies 
and ashes. 

While I recognize that there are racial taboos 
such as those in the South, that point strongly to 
the need for a separate out-patients’ entrance, in 
general I can see no serious difficulty in planning 
the main entrance of most hospitals so that the 
out-patients’ waiting room will immediately adjoin 
it, thereby permitting the clerk or other controls 
in the main office to supervise the out-patients’ 
entrance also. There is no need for large waiting 
rooms or a large entrance lobby except for that 
momentary glow of satisfaction it gives those who 
survey its usually banal furniture and decorations. 
The visiting hours are no problem in the small 
hospital. The ubiquitous salesman and other occa- 
sional visitors require only a chair or two. If, as 
has been suggested, the out-patients’ waiting room 
adjoins the main entrance, it can be used as a wait- 
ing room when necessary. 

In hospitals of twenty-five beds and under the 
business office should be large enough so that the 
superintendent may have a desk in that room. It 
becomes virtually a private office during a large 
part of the time. Perhaps in larger hospitals a 
second office is indicated though this is doubtful. 

An ambulance entrance is a happy idea taken 
over from the larger hospitals through sloppy 
thinking. Usually there isn’t any ambulance. Se- 
rious cases arrive at the hospital front door in an 
automobile, so we might just as well accept that 
fact and plan accordingly. Consequently, the en- 
trance floor should never be more than a few steps 
above the drive. 


Plenty of Storage Space Is Essential 


In a frantic effort to obtain extra operating 
rooms that are never used, ambulance entrances 
that are always locked and gorgeous entrance halls, 
the storeroom and boiler rooms pay most of the 
bills. Usually the worst sufferer is the storeroom. 
Just how a thirty-one-bed hospital manages to get 
along with 93 square feet (814 by 11 feet) for 
storeroom purposes, and how another one of thirty- 
one beds manages with 90 square feet would puzzle 
any administrator. Of course, the answer is that 
they don’t. Other rooms are taken over after the 
building is completed until the needed complement 
is reached. 

In planning the small hospital kitchen, the lim- 
itations of the personnel are a primary considera- 
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tion. 1 recall Fanny, black and buxom, who cooked 
and baked delicious foods for forty-five husky 
boys three times a day in a kitchen about 12 by 15 
feet. I recall another kitchen, about 10 by 12 feet, 
with a tiny adjoining pantry, where the simple diet 
of an Indian hospital was prepared for an average 
occupancy of twenty-one patients and about five 
workers. In a group of eight hospitals, ranging 
from twenty-five to forty-six beds, the floor area 
assigned to the kitchen varies from 17.2 square 
feet per bed to 32 square feet per bed. Probably 
20 square feet per bed is sufficient kitchen space 
other than that needed for the refrigerator and 
grocery storeroom. The nurses’ and help’s dining 
rooms should adjoin the kitchen. In the very small 
hospital, the help’s dining room might be an alcove 
off the kitchen. 


What About the Laundry? 


Whether or not a laundry should be installed in 
these hospitals is a matter of mathematics coupled 
with some good guesses. If satisfactory commer- 
cial laundry service can be had at rates not much 
in excess of what it would cost the hospital to do 
it with relatively inefficient help, then a laundry 
is not justified. 

In the small hospital as in the large one, emer- 
gencies will require that the nursing staff report 
for duty at any time. As the superintendent fre- 
quently is a nurse, she is usually the first one on the 
job. It is for that reason, perhaps, that superintend- 
ent’s quarters are so frequently found within the 
hospital building, even though no other personnel 
quarters are found there. The superintendent 
should have not less than two rooms and a bath- 
room. If these are in the hospital, this probably 
costs between $4,000 and $6,000. Communication 
being what it is, consideration should be given to 
housing the superintendent outside the hospital. 
It may be better and may cost less. 

The provision for space and domestic water 
heating in small hospitals differs not a whit from 
that in larger hospitals. In the larger hospital, 
high pressure steam boilers are justified. In the 
small hospital, however, the operating expenses of 
a thriftily operated high pressure plant are prob- 
ably greater than those of a low pressure plant. 
For this reason, and others that I have pointed out, 
high pressure steam using equipment should be 
avoided. But steam at 20 pounds —too high for 
the low pressure heating boilers —is necessary 
for sterilization. 

The customary medium to produce these steam 
pressures in the absence of high pressure boilers 
is either gas or electricity. However, in many com- 
munities gas from public utilities is not available. 
Bottled gas (delivered in cylinders under high 
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pressure) can be had everywhere and might not 
prove more expensive than electricity, the only 
alternative. Electric sterilizers are costly to install 
and often expensive to operate because of the de- 
mand factor and their consumption of electricity. 
It is unfortunate that manufacturers of sterilizers 
have not yet adapted the oil burner to sterilizers. 

That the multistory hospital must be of fireproof 
construction no longer admits of any discussion. 
It should have two large stairways well separated 
so that the hospital could be easily evacuated in 
case of emergency. On the other hand, the one- 
story plan, which I recommend for all small hos- 
pitals, is quite different as a fire hazard. The first 
floor need not be much more than a foot or two 
above the surrounding finished grade. With suffi- 
cient emergency exits properly located, it is evident 
that evacuation becomes a relatively simple matter. 

The small hospital, like the large one, must be 
finished to suit its purpose. There can be no let 
up in the search for durability and ease of clean- 
ing. Tile wainscoting, amply justified in the busy 
operating rooms of the large hospital, may be just 
an extra straw on the building budget camel of the 
small hospital. 

These small hospitals, located usually in smaller 
communities, cannot expect service on elaborate 
equipment from the local shops, nor can they af- 
ford skilled personnel on their own pay rolls. The 
simplest materials and equipment are therefore 
essential. Gadgets are anathema. 


Watch Local Markets for Prices 


In selecting all the details of the finish, one eye 
must be kept on the local markets, the other eye 
on durability, maintenance and initial expense. Be- 
cause the difference in cost between a terrazzo and 
a wood floor is justified in larger cities, it does not 
follow that this is true in the small hospital where 
the difference in cost is apt to be much greater. 

Doctors and nurses trained in larger hospitals 
subconsciously picture in these small ones all the 
wheels, levers and switchboards found in the larger 
ones. They recognize that there cannot be as many 
operating rooms or laboratories, but everything 
else shall be there — “only smaller.” The layman, 
hypnotized by the pomp and circumstance of the 
larger hospitals, is poorly equipped by knowledge 
and experience to determine the differences caused 
by mere size, let alone those effected by personnel. 
Invariably planning for small hospitals that is 
either consciously or subconsciously based on 
larger hospitals results in too many rooms, most 
of which are too small, and in a grouping of them 
as fantastic as Alice’s trip through the Looking 
Glass. We must never forget that these are cottage 
hospitals—never mansions or machines of science. 
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How a Small Hospital Made} | 


a 100-bed institution may fairly be placed 

in the category of small hospitals. For a 
major part of its nineteen years, however, Cale- 
donian Hospital in Brooklyn, N. Y., boasted of but 
twenty beds housed in a wooden structure. Only 
as far back as 1926 a new building increased its 
capacity and even more recently a nurses’ home 
has brought added distinction. 

Its problems have not only been those of a small 
hospital but a small hospital located in a big city, 
in which are far more imposing and elaborate 
institutions. This fact indeed lends even greater 
significance to its achievements. Others may sur- 
pass it in size and pretentious accommodations, 
but none can top it for standing or the high char- 
acter of service rendered year after year. 

Sound organization has been responsible in part 
for this enviable record. Three main divisions 
comprise the hospital set-up — the administrative 
department as governed by the superintendent, the 
medical board as controlled by its chief and the 
lay board as managed by the president. While each 
has its own functions to perform, it operates 
through the superintendent who coordinates every 
department to one end —the care of the patient. 

This pattern was established the second year of 
the hospital’s existence. A poor start had been 
made. It was necessary to begin all over again, so 
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By RAYMOND P. SLOAN 


Associate Editor, The MODERN HOSPITAL 


Cut to a sound pattern some seven- 
teen years ago, the policies which gov- 
ern the conduct of the Caledoman 
Hospital have withstood the test of 
good times and bad. This Little 
Journey to Brooklyn, N.Y.,1s wmque 
mm that rt establishes closer acquamt- 
ance with a small hospital domg big 
things m a big city, with no endow- 
ment and paying its own way 


in 1918 Nora E. Young, R.N., was placed in charge. 
Her first action was to convince her board that the 
superintendent must have complete control with 
the right to use her own discretion as to whom 
she shall employ and whom she shall drop. She 
was abetted in this by Dr. Joseph Tenopyr, head 
of the medical staff. The board, comprising mem- 
bers of the Caledonian Society, an organization of 
Scotch people who sponsored the hospital originally 
and still maintain it, recognized 
the fairness of the request and 
has never failed to abide by it 
and to cooperate. 

These administrative policies 
which have worked out so suc- 
cessfully at Caledonian are out- 
lined by Doctor Tenopyr in dis- 
cussing the relationship of the 
medical staff to the hospital. “If 
the policy of the hospital has been 
formulated by the governing 
board,” he explains, “the execu- 
tion of that policy must be left to 
the director or superintendent 
without interference from any 
department or from any individ- 
ual. The director or superintend- 
ent should be willing to receive 
advice or counsel from the med- 
ical board in medical matters. 
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Here is the nursery at the Caledonian Hospital, Brooklyn, N. Y. The flat rate for maternity patients includes prenatal and 
postnatal care and grants the privilege of examinations of the child. 


“The superintendent or director should be the 
executive head responsible to the governing board. 
He should have definite personal knowledge of the 
working of all departments and all the boards. 
Thus his knowledge is greater than that of any 
other person and hence makes him the most respon- 
sible individual in the institution because he has 
all the facts and angles of any given situation and 
his judgment to act should not be interfered with. 
The responsibility of the successful administration 
of the hospital is his and the more power he has, 
the more successful will the institution be if he acts 
wisely. The lack of wisdom will soon be apparent 
and removal by the governing board will follow. 

‘All requests should go through the superintend- 
ent’s office. His is the key position in the institu- 
tion. He should coordinate all the departments to 
one end —the care of the patient. Obviously the 
staff will come in contact with the superintendent 
more than any other individual. In order not to 
waste the time of the executive and eliminate un- 
necessary duplication of requests, the medical staff 
should deal with the superintendent through the 
head of each service in matters of immediate mo- 
ment. The medical board should take up its prob- 
lems of nursing, dietetics, drug supplies and 
necessary equipment with the superintendent in 
its monthly meetings. Here should be discussed 
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such problems as the heads of service have noted 
during the course of the month.” 

It was agreed at the start that all matters should 
be discussed openly at Caledonian, that when the 
head of the medical board had objections to raise 
in the administrative procedure, he would walk 
into the superintendent’s office and state them. It 
was likewise understood that the superintendent 
should be present at every meeting of the medical 
board, also the lay board so that she might be 
posted on everything pertaining to the hospital. 
It was not accomplished easily. There were times 
when an attending doctor would bolt by the office 
up to his patient and walk surlily out again. It did 
not happen often. Such violators of the growing 
“corps d’esprit” were requested to stop in at the 
superintendent’s office. “What is wrong, Doctor?” 
was the customary question. “If you have any 
criticism, we want to know it. If it is merely your 
morning coffee that was not right, we will have to 
ask you to change your attitude. We expect you to 
extend us the small courtesy of a pleasant ‘good 
morning.’ ” 

That generally was all that was necessary. There 
were one or two instances where a doctor could not 
adjust himself to the new atmosphere. Soon he 
dropped out and his post was filled by another, 
glad to cooperate. The staff today numbers 120, 
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seventy-five of them regular members and the bal- 
ance using the hospital by courtesy. 

Because of certain well conceived policies insti- 
tuted at the start and carefully adhered to by Miss 
Young and her staff during the ensuing years few 
embarrassing situations have arisen through the 
desire to add friends or relatives to the personnel. 
This simply is not done. Any such suggestion 
brings the firm response that there is no suitable 
opening. 

Aside from the need of sound organization poli- 
cies, there must be certain definite ideas about the 
part which the hospital is to play in the community. 
Is it to be merely a workshop for doctors, used by 
them as a source of income or should it provide 
certain educational opportunities and radiate an 
educational atmosphere? This latter procedure 
was decided upon at Caledonian many years ago 
and has been responsible for much of the prestige 
which the hospital enjoys today. Just this season 
a surgical seminar has been conducted at the hos- 
pital by a group of carefully selected specialists, the 
object of which has been to present a critical 
analysis of surgical problems of interest to the 
general practitioner and surgeon. The discussions 
of the subjects are supplemented by pathology, 
radiology and biochemical data. Two-hour periods 
once a week for three months comprise the course, 
a different subject being discussed on each occa- 
sion such as appendicitis, fractures, surgery of the 
gall bladder, bone tumors, surgery of the thorax, 
osteomyelitis, surgery of the breast. Invitations to 
subscribe were sent to a list of medical and surgical 
men in the city and the small fee of $15 was ex- 
acted, together with credentials showing the eligi- 
bility of the applicant. The advantages of thus 
stressing the educational aspect of the institution 
cannot be overestimated. 


Hospital Is Self-Supporting 


So far we have encountered a small hospital that 
despite its location in a large city has attained 
distinction due to its sound policies and ideas on 
the true function of a modern hospital. Even more 
surprising is it to discover that this institution is 
self-supporting. There has been no financial en- 
dowment but it possesses a staunch group of men 
and women who work industriously to provide for 
special requirements such as a new operating table 
lately installed, an x-ray machine or other similar 
equipment. All funds raised by the women’s aux- 
iliary or other affiliated groups are turned over to 
the hospital for some specific need and are not used 
for running expenses. 

“Watch the little things, and the big ones will 
take care of themselves,” typifies Miss Young’s 
procedure. To this she adds emphatically, “Watch 
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your pay roll and the number of persons on it.” 

The superintendent of a small hospital is fortu- 
nate in this respect. She can maintain personal 
supervision over details which would obviously be 
impossible in a larger institution. It has not all 
been clear sailing, however. Far from it. Miss 
Young confesses to many a headache during recent 
years. As in every other institution there have 
been salary cuts. 

On one occasion Miss Young assembled the entire 
staff and put matters up to them squarely. Not 
that they had to be told. They know that the hos- 
pital has but one main source of revenue — patients 
— and that when private corridors are closed and 
bed occupancy in general shrinks, the inevitable 
must happen. They accepted it in the spirit with 
which it was presented to them. They not only 
accepted their cuts but went back and assumed 
additional responsibilities. 


Flat Rate for Maternity Patients 


At the time of writing, there are fifty patients 
in the hospital and fifty-four employees. Ward 
rates are $4 daily. The charge per day in a three- 
bed room is $5.50, in a two-bed room $6, and pri- 
vate accommodations average from $7 to $12. 
There is a flat rate for maternity care amounting 
to $70 for ten days for those not paying the doctor. 


-This includes prenatal and postnatal care and 


grants the privilege of periodic examinations of 
the child. The charge for those paying their doc- 
tors is $60 for the same service. 

All floor supervisors are graduate nurses who 
receive $55 or $65 a month with maintenance. The 
hospital operates its own training school founded 
by Miss Young in 1919 which offers a two-year 
course. Each student, there are now seventeen, is 
allowed $15 a month to cover uniforms, aprons, 
books and shoes. This plan was made effective 
after a period of supplying the girls with their 
equipment. Losses and waste due to carelessness 
were found to be so great that the $15 monthly 
allowance was instituted. 

Every applicant for a position in the hospital is 
interviewed personally by Miss Young, who care- 
fully explains the requirements of his or her par- 
ticular duties. They are acquainted with the fact 
that they will have to double up to a certain extent 
and help in other ways. It is impossible to make 
ends meet having fifty patients if the members of 
the staff are specialists unwilling to step out of 
their assigned réles. 

The fact that everyone is ready to lend a willing 
hand contributes to an atmosphere which is mani- 
fest to the visitor immediately upon entering. The 
telephone operator seated to the right of the main 
door serves as information clerk. In addition, she 
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stamps envelopes or does addressing. On other 
occasions she will voluntarily ask for gauze which 
she may fold. The bookkeeper acts as Miss Young’s 
secretary and also helps with admissions. The 
anesthetist relieves the supervisors when not 
otherwise engaged or helps the assistant superin- 
tendent. The x-ray technician, who is a nurse, also 
relieves the supervisors or assists in the office. The 
assistant superintendent has charge of the emer- 
gency room, assists in the office and during clinic 
hours acts as registrar. 

Downstairs there is 
one dietitian but the 
housekeeper has also had 
dietetic training and can 
assist when necessary. 
Student nurses receive 
two months of dietetic 
training through practi- 
cal experience in the 
kitchen. One chef is em- 
ployed and two kitchen 
men. There is also a full- 
time night cook who re- 
ceives $45 a month and 
maintenance. Four days 
of the week she works 
from four until midnight 
and the balance of the 
week from nine to mid- 
night. On those days 
when she starts at four, 
she does hand laundering 
from four until nine. 

Labor is reduced to a 
minimum in the engineer- 
ing department through 
the installation of low 
pressure and high pres- 
sure boilers and oil burn- 
ers. One engineer is em- 
ployed and a night watch- 
man. As a precautionary 
measure gas sterilizers 
are in the operating room 
for use at night. 

At all times there is war upon waste. The hospi- 
tal has to buy its own water, and also has to use a 
water softener. Consequently, a constant check is 
kept on dripping faucets and on lights that are 
used unnecessarily. A close check is likewise main- 
tained on food served. The floor supervisor per- 
sonally takes charge of the food as it is removed 
from the wagons on to the trays, making sure that 
everything is as it should be. If she finds that food 
is not being consumed, she reports to the dietitian. 
The dietitian, in turn, makes frequent contact with 
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the patients, finding out their preferences and talk- 
ing over with them their special diets. In addi- 
tion, a careful watch on the garbage cans is 
maintained by the housekeeper. 

Reports are simplified, thus saving paper and 
reducing the amount of help necessary in entering 
and filing them. On one sheet the hospital lists the 
statistical data of each patient, leaving space at the 
bottom for a report describing briefly the provi- 
sional diagnosis made within twenty-four hours 





Above is shown the well lighted laboratory where there is ample working space. 
Below is one of the operating rooms. 





of admission, the working diagnosis and the final 
diagnosis, also a line or two for a few words show- 
ing the condition of the patient on discharge, and 
comment on the operations. On the back of the 
same sheet is a form for consent for operation, a 
form for discharge without authority, a form pro- 
viding a record of bruises and injury on admission 
and an autopsy form. 

No effort or expense is spared on the other hand 
in checking up on the service which every depart- 
ment of the hospital renders. A special form is 
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provided which each patient is requested to fill out 
on leaving. It is so arranged that it may be sealed 
before it is turned in. The patient is requested to 
state in what manner he was received in the office, 
how he was received on the floor, how his requests 
were attended to, whether his meals were satisfac- 
tory, whether he slept well at night and received 
good nursing care and good medical care. Space is 
likewise provided for suggestions for the improve- 
ment of care of the patients. 

During the past year the hospital has inaugu- 
rated a new service — a series of clinics which have 
even lately been expanded to provide for a wide 
variety of special treatments such as arthritis, 
thyroid diseases, asthma and hay fever, nose and 
throat, hard of hearing, orthopedics, pediatrics. 
These clinics are run by the heads of the various 
departments in the hospital. Those who can afford 
to do so pay $1 for an initial visit and 25 cents or 
50 cents for each treatment thereafter. The indi- 
gent poor are, of course, treated for nothing. The 
small profit accruing from the dispensary does not 
go to meet the operating expenses of the hospital 
but instead to the doctor in charge in recognition 
of the additional work he assumes. 

A further example of what can be done in mak- 
ing ends meet where proper supervision is present 
is manifest in the Caledonian Hospital Clarion, 
an attractive little magazine published in the inter- 
ests of the hospital with Miss Young serving in the 
capacity of editor. This is mailed to members of 
the women’s auxiliary, members of the medical 
staff and certain friends of the hospital. Sub- 
seribers are enrolled for a charge of $1 a year. A 
few advertisements of local concerns make it pos- 
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A nurses’ home is a recent 
addition to the facilities. The 
hospital operates its own 
training school which was 
founded in the year 1919. 


sible for the hospital to break 
even on this very effective bit of 
publicity and even to show a 
small profit. Incidentally, the 
magazine has been in existence 
for three years which, in itself, 
approaches a record for institu- 
tional publications, and it bears 
every indication of a promising 
future. 

The “superintendent holds, or 
should hold the key position in 
the institution. He should coordi- 
nate all departments to one end 
— the care of the patient.”’ Doc- 
tor Tenopyr could not have more 
accurately described conditions in the Caledonian 
Hospital. 

During the seventeen years she has been identi- 
fied with the institution, Miss Young has achieved 
the distinction of being responsible for a hospital 
that has acquired a standing second to none in its 
city. She also has demonstrated the benefits of 
close supervision in meeting expenses even during 
periods of depression, yet always the comfort of 
the patient has been first in her thoughts. “That 
comes,” she confesses, “from having started as a 
superintendent of nurses. With such a background, 
you never can quite get away from the fact that 
the patient comes first always.” 

On her desk at the end of each day is placed a 
written slip showing the condition of every pa- 
tient in the hospital. It is placed there between 
6:30 and 7 in the evening. If the condition of any 
one patient is such as to cause concern, she gives 
instructions that the family be notified. Merely a 
safeguard against a complaint heard so frequently, 
“Why wasn’t I told?” The same procedure takes 
place each morning so that she knows immediately 
upon reaching her office what has taken place dur- 
ing the night and the condition of each patient after 
the morning temperatures have been taken. Occa- 
sionally telephone requests for information come 
direct to her. These she can handle quickly by 
merely checking the report before her. 

There is constant supervision everywhere 
throughout every minute of the day — close con- 
tact with every department, with the medical 
board, with the lay board, but with the patient 
placed first always. That is why a small hospital 
has been successful in making its way in a big city. 
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One Way to Meet the Hospital 
Needs of Rural Areas 





By F. C. MIDDLETON, M.D. ' 


Department of Public Health, Regina, Sask. 


O EXPLAIN why a union 
hospital system was devel- 
oped in Saskatchewan it is 
necessary to know something of lo- 
cal conditions as related to hospital 
facilities. 

The population of the province 
which in 1933 was 933,000, is 76 
per cent essentially rural, as 8.3 
per cent of the people live in the 385 
villages, and 68.4 per cent live in 
the 302 rural municipalities. The tendency natu- 
rally is to establish hospitals in the larger centers, 
leaving the rural districts without easily available 
institutions. There is a like tendency for doctors 
to locate where there is a hospital. Twenty years 
ago these conditions prevailed here, with the result 
that the rural people began to seek a solution. They 
felt especially the need for a near-by hospital 
where emergency cases and maternity cases could 
be taken in, as many of the rural homes were very 
small and without room for dealing with cases of 
sickness. 

In 1916, therefore, the government was re- 
quested to enact legislation along cooperative lines, 
making it possible for rural municipalities to unite 
with urban municipalities, that is with villages, 
towns or cities, in building a hospital. The result 
of this request was the passing of the Union Hos- 
pital Act in that year. 


What Union Hospital Act Provides 


Briefly the application of the act is as follows. 
A local and representative committee of those in- 
terested in the establishing of a union hospital dis- 
trict, is formed. This committee approaches the 
councils of the rural and urban municipalities it is 
proposed and desired to include in the scheme, in 
order to secure from each council a petition to be 
presented to the lieutenant-governor in council, re- 
questing that a definite area be included in the 
proposed union hospital district, and that the hos- 
pital be situated at a certain central place. 

Should a municipal council decline to present 
such petition to the lieutenant-governor then 5 per 
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The umn hospital system, developed in Saskatchewan as 
the result of legislation enacted in 1916, 1s a cooperative 
scheme for spreading the cost of building and equipping 
a hospital over a district, with the additional optional fea- 
ture of having actual hospital accounts of patients paid 
from municipal taxes tf the people desire this to be done 


cent of the ratepayers in each township in the pro- 
posed area may do so. 

The lieutenant-governor in council may approve 
the petitions and issue an order defining the bound- 
aries of the proposed union hospital district, nam- 
ing the point where the hospital is to be situated, 
stating the total number of members to be ap- 
pointed to the hospital board and the number of 
such members from each municipality in the 
scheme. Each council concerned is directed to ap- 
point the allotted number of members, and the 
work of the original committee is then turned over 
to be handled by the newly appointed hospital 
board. 

Representation on the hospital board is made on 
the basis of one member for an assessment of one 
million dollars, two members for an assessment of 
over one and less than two million dollars and three 
members for an assessment of over two million 
dollars. 

The area of the hospital district may include 
from one and a half to four rural municipalities, 
with the urban centers located within such area. 
When naming the location of the proposed hospital, 
consideration is always given to existing hospitals 
so as to avoid encroaching on territory logically 
belonging to them. 

On the formation of a hospital area the minister 
of public health is required to have pencil sketches 
of a suitable building prepared, together with an 
estimated cost of erection and equipment. This 
information is forwarded to the hospital board. The 
size of building is based on about one hospital bed 
for 275 or 300 of population to be served. 





Should the hospital board accept these sketches 
and estimates it forwards them, along with the 
cost of a suitable site, to the local government board 
for approval. The local government board may 
increase or decrease the amount to be expended as 
it deems expedient. It also fixes the share of the 
estimated cost and the proportion of the annual 
expenditure which shall be borne by each munici- 
pality concerned. 

The minister of municipal affairs then fixes a 
date for taking a poll on the scheme by those rate- 


Union Hospital, Rosetown, Sask., a twenty-sia-bed institu- 
tion, is a part of the province’s union system. 


payers within the proposed hospital area. Two- 
thirds of those voting on the scheme must be in 
favor of it before it can be adopted. 

When the scheme is ratified by the necessary 
majority of those voting, the union hospital board 
may issue debentures and do all things necessary 
to build, equip and maintain the hospital. The 
debentures are usually spread over a period of fif- 
teen or twenty years. The payment of principal 
and interest on the debentures is met by the coun- 
cils of the cooperating municipalities levying a 
tax on the ratepayers in the hospital district, to 
provide their share of the annual installments. The 
Union Hospital Act provides that the annual levy 
to meet the capital cost of the hospital must not 
exceed two mills on the dollar of assessment. 

Before building is commenced the services of an 
architect must be secured by the board to prepare 
definite plans and specifications. These must be 
submitted to the minister of public health for 
approval. 

In respect to maintenance costs of the hospital, 
if the expenditure is greater than the revenue each 
of the cooperating municipalities is required to 
contribute its share of the deficit. A union hospital 
board may enter into an agreement with any mu- 
nicipality not represented on the board providing 
for an annual contribution for the purposes of the 
hospital either by way of a fixed rate per day for 
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patients received in the hospital from such munici- 
pality or of a fixed amount in lieu of or in addition 
to such rate. An optional provision is also made 
in the Union Hospital Act whereby the union hos- 
pital board may make an agreement with the coun- 
cil of a rural municipality to treat at the expense 
of the municipality such classes of persons as are 
agreed upon. In other words a rural municipal 
council may, if a by-law is voted on and carried by 
the ratepayers providing for such, pay the hospital 
accounts of its ratepayers. 

The whole scheme is one of cooperation, to spread 
the expense of building and equipping a hospital 
over the area included in the district, and there is 
the additional optional feature of having the actual 
hospital accounts of patients paid by the munici- 
pality if the people so desire, from the municipal 
taxes. We might take a supposed union hospital 
district to consist of the following: 


No. of 
Quarter 
Sections on 
Assess. Roll 


Ratio of 
Assess. of 

Mun. to 
Assessment Total 


Municipality Pop. 








50% 
40% 
7% 
3% 


100% 


Rural Mun. A 
Rural Mun. B 
Town C 
Village D 


1,800 
1,500 


1,513 
1,250 
550 
225 


$3,009,952.00 
2,409,703.00 
367,132.00 
185,271.00 


$5,972,058.00 





3,300 


3,538 

This area would require a twelve-bed hospital, 
with nurses’ home and isolation hospital, and would 
cost, with equipment, about $28,000. Debentures 
would then be issued for twenty years at 7 per cent. 
The annual payment of principal and interest for 
capital cost would be as follows: for A municipal- 
ity, $1,322 ; for B municipality, $1,057 ; for C town, 
$185, and for D village, $79, or a total annually of 
$2,643. This would require a mill rate of 0.4414, 
mills to meet the capital cost for a period of twenty 
years, or if we estimate the cost per quarter sec- 
tion of rural municipalities A and B, their part 
of the annual debenture payment would come to 
72 cents per quarter section, or 87 cents per capita 
annually. 


Cost of Treatment 


Then if the district desires to give its ratepayers 
hospital treatment at the expense of the municipal- 
ities this is based on the assumption that one in 
every seventeen of the population requires hospital 
treatment for an average of thirteen days (this is 
the requirement for the whole province), and that 
the hospital charge is $3 a day. 

Treatment costs would therefore be as follows: 
For A municipality, $3,471; for B municipality, 
$2,868 ; for C town, $1,262, and for D village, $516, 
or a total cost for treatment of $8,117. This would 
require a taxation of 1.36 mills or the cost per 
quarter section for the treatment of patients from 
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the rural municipalities would be $1.92, or a per 
capita cost of $2.30. 

If we combine the capital cost and the cost of 
treatment it would amount to $10,760 per year 
being a mill rate of 1.80 on the total assessment. 
On a quarter section basis for the part of the costs 
charged to the rural municipalities it would be 
$2.64 per quarter section, or $3.17 per capita. 

In Saskatchewan there are twenty union hospi- 
tals in operation. In seventeen of the contributing 
rural municipalities in union hospital districts, 
hospital treatment at the expense of the municipal- 
ity is provided and in nine other rural munici- 
palities, the municipality may pay $2 a day on the 
hospital cost and the patient is required to pay the 
balance. Then, of course, the hospitals receive also 
the provincial government grant of fifty cents per 
patient per day. 

The twenty union hospitals have a total of 483 
beds, which is 12.2 per cent of the total hospital 
beds in government aided hospitals in Saskatche- 
wan. In 1932 the union hospitals admitted 1,442 


maternity cases which was 13.4 per cent of the 
10,750 patients admitted to these hospitals. This 
means that 24.5 per cent of the total maternity 
cases cared for in all government aided hospitals 
were cared for in the union hospitals although, as 
mentioned above, they comprise only 12.2 per cent 
of the total bed capacity. In 1916 only one in every 
11 of the children born in this province was born 
in a government aided hospital. In 1933 one in 
every 3.5 of the children born in the province was 
born in a government aided hospital. 

Thirty-three per cent of the cases admitted were 
operative cases. The average length of stay of 
patients in the union hospitals was thirteen days 
and the average cost per patient per day in these 
hospitals in 19382 was $2.53. 

The deaths in union hospitals in 1932 were 2.9 
per cent of admissions, as compared with 3.6 per 
cent for all Saskatchewan government aided hospi- 
tals. The union hospital system has very largely 
solved the problem of providing hospital accommo- 
dation for the more rural areas in Saskatchewan. 





Hospitals: Criteria of Charitable 
Character 


A legal suit for damages in connection with burns suf- 
fered by a hospital patient that serves as a warning to 
hospital superintendents is reviewed in the Journal of the 
American Medical Association, as follows: 

The city of Palo Alto, Calif., owned the Palo Alto Hos- 
pital. It gave possession of the hospital and its equipment 
to the Leland Stanford Junior University, which agreed to 
make an annual statement of the receipts and expenditures 
of the hospital and after deducting operating expenses and 
any working fund that might be agreed on, to pay the 
balance to the city. The university, from the tuition fees 
of each student, paid a stated amount to a students’ guild, 
to pay the operating expenses of the hospital. A student 
entering the hospital paid only a part of the expenses of 
treatment, the balance being paid out of the funds of the 
guild. The hospital gave no free service to anyone. There 
were no free beds for which the hospital itself bore the 
expense. When the hospital received a patient who was 
not able to pay, payment was made by a charitable organ- 
ization, known as the Palo Alto Hospital Auxiliary. 

Mrs. Baker, a patient in the hospital, undertook to turn 
on an electric lamp. When she touched it, she received an 
electric shock so severe that she could not release her hand 
until after a nurse had disconnected the lamp from the 
electric current. It was later discovered that a part of the 
insulation surrounding the key which served to turn the 
light off and on was broken. The accident caused a third 
degree burn of Mrs. Baker’s right hand, necessitating the 
amputation of her little finger and the removal of some 
of the little bones of her hand. The shock caused, too, great 
pain and seriously affected her nervous system. She and 
her husband sued the hospital and were awarded $10,000 
and $1,000, respectively, as damages. From the judgment 
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the hospital appealed to the district court of appeal, first 
district, division 1. 

The hospital contended, among other things, that it was 
a charitable institution and had exercised due care in the 
selection of its employees. The district court of appeal, how- 
ever, was of a different opinion. The hospital was not 
formed and maintained for charitable purposes. No charity 
was dispensed by it. On the contrary, it charged rates 
usually and customarily charged by other hospitals. It 
made no pretense of receiving patients unable to pay for 
the service rendered, except when payment was guaranteed 
by the Palo Alto Hospital Auxiliary, an independent organ- 
ization. Moreover, in California a corporation organized 
for public charity might conduct also an enterprise for 
gain and be liable for the negligence of its employees in 
that enterprise, even though the profits derived from it 
were devoted to the general purposes of charity. (Stewart 
v. California Medical, etc., Ass’n, 178 Calif. 418, 176 P. 46). 

The court did not regard the damages awarded as exces- 
sive. The judgments of the court below were affirmed. — 
Baker v. Board of Trustees of Leland Stanford Junior 
University (Calif.), 23 P. (2d) 1071. 





Is Your Hospital Adequately Insured ? 


What different types of insurance should a hospital carry 
to protect itself against claims that might be made against 
it or losses that it might suffer? Fire, elevator, boiler and 
malpractice insurance will occur to everyone. But they are 
only a few of the types that ought to be considered. In an 
article in the thirteenth edition of The HOSPITAL YEARBOOK, 
Alfred C. Meyer, president, Michael Reese Hospital, Chi- 
cago, lists a total of twenty-four different types of insur- 
ance that in certain circumstances should be carried by 
hospitals. 


What Others Are Doing 


Hospital Analyzes Duties 
of Employees 


Anyone who is employed at the 
Graduate Hospital of the University 
of Pennsylvania, Philadelphia, before 
beginning work fills out the two cards 
shown below. These cards carry defi- 
nite information regarding the duties 
of the employee and what he will re- 
ceive from the hospital in return. 
Every employee has a budget number 
and each position is budgeted a year 
in advance. 

For the majority of the domestic per- 
sonnel and for the workers in several 
other departments the hospital has 
prepared job analyses on duty sheets. 
For example, the duties of nurses’ aids 
in the wards are presented to each aid 
in the following form: 

Alps’ DUTIES 

7 a.m.—Report for duty. 

7-8:30 a.m.—Help serve breakfast, 
make toast, feed helpless patients. 

8:30-9 a.m.—Wash thoroughly and 
fill water pitchers in each ward. 

9-10:30 a.m.—Wash tables in wards 
assigned; wash bedstead (occupied and 
unoccupied) ; dust bedside light; wash 
chairs, desk, window ledges, stools; 
change water for flowers and rear- 
range flowers. 

10:30-11 a.m.— Thoroughly clean 
basins, utensils and utensil rack in the 
utility room; scrub tubs. 

11-11:30 a.m.—Lunch. 

11:30-1 p.m.—Set trays, assist with 
luncheon, feed helpless patients. 

1-1:30 p.m.—Replenish drinking 
water in all pitchers and wipe table 
tops when necessary. 

1:30-3:30 p.m.—Off duty. 

3:30-4:30 p.m.—Put away linen. 








IR cca deen cstesaee tsp ani te 
1i—Home Address ..........................---:----- 
2—Description—Colov................ Sex... 


Married or Singie.................-....... 
S——Departenent ..................00cceesecesecseoee 
COA RRSRE ence isenree eee eek acer eee 
RIN Dy siiecsciiccesnctinciniinreneinsiies 
6—Classification Card No.................... 
7—Previous Experience ....................-.- 
8—Date Service Began........................- 
9—Date Service Ended......................... 
10—Reason for Leaving.......................---- 
IED sciplacdcsinsitncnehiavesninanetosaionenie 
IID si vascsstehpindiciesicslsonliadiiininisteinin 


4:30 p.m.—Supper. 

4:30-6 p.m.—Set trays, assist with 
dinner service, feed helpless patients. 

6-7 p.m.—Fill all water pitchers; 
wipe table tops; see that utility and all 
service rooms are in order. 

7 p.m.—Off duty. 

In this manner, the Graduate Hos- 
pital successfully budgets time and 
duties. 

Dr. Donald C. Smelzer is the direc- 
tor of the hospital. 


High School Work Carried on 
in This Hospital School 


“A Little Story of the Children’s 
Hospital of Denver” is the title of a 
brief, attractively written history of 
this institution prepared at the request 
of the board of directors by Mrs. 
George B. Packard who has been a 
member of the board since 1910. Like 
many another institution, the Chil- 
dren’s Hospital started merely as an 
idea and for many of its early years 
was on an exceedingly modest basis. 
Later years have brought it wide rec- 
ognition and generous support from 
citizens of Denver. 

Among the interesting things re- 
counted in the little book is the growth 
of a hospital school for patients. Kin- 
dergarten work started in 1917 and in 
1921 a friend of the hospital made it 
possible to have a regular instructor. 
In 1922 a graded course for the chil- 
dren was started and in 1923 the junior 
league assisted with volunteer workers. 

The Denver School Board took cog- 
nizance of the hospital school in 1929 
and provided a full-time accredited 
teacher. The pupils now receive full 


credit. Both bedside and class instruc 
tion are offered and high school work 
is also available. In 1932 the curricu- 
lum was broadened to include classe: 
in literature, principles of public 
speaking and stenography. 

Robert B. Witham is superintendent 
of the hospital. 


“Every Baby Needs a Mother” 


Finding its maternity facilities not 
being used to the degree expected, one 
Eastern community hospital adopted a 
campaign of education regarding ma- 
ternity care with the slogan “Every 
Baby Needs a Mother.” Coupled with 
the educational work was a flat rate 
maternity offer of full care, including 
all hospital care and the service of the 
patient’s own family physician for $60. 
One-half of this sum is payable on 
admission and the balance on dis- 
charge. On the first of the month fol- 
lowing discharge, $25 is sent to the 
physician. 

In the educational campaign posters 
were placed in retail store windows. 
These contained photographs of the 
hospital’s maternity units, statistics 
showing the advantages of hospital 
care, comparisons of the cost of home 
deliveries and deliveries under the flat 
rate plan, lists of the advantages to 
both the mother and baby of proper 
prenatal and delivery care. In addi- 
tion displays in store windows with 
bassinets, figures and dolls demon- 
strated the care given in the hospital, 
the identification system used, the food 
trays served and the proper methods 
of dressing newborn infants. 

The campaign slogan became so pop- 
ular that even the politicians were re- 
peating it. Occupancy in the maternity 
department has increased over 300 per 
cent since the beginning of the cam- 
paign and 95 per cent of the patients 
have paid the flat rate in full before 
being discharged from the hospital. 











Department............ 
Position No........... 


Vacation Custom 
Hours on Duty—Usual............ Monday to Saturday.......... 

Saturday............ 
enna 
| Meuse OF Detyp—Uonsl......................................................... 
ee Se ee... sans ssc 
ny ND NT I inns nnn assssh vceccvcescsensccesensncstocss 
Salary or Wages per Working Hour.......................0.....---.-- 


siete ee Salary..........Per Year........Per Month........Per Week.......... 
sige tbins eisai Perquisites: 
Meals—Breakfast.......... Luncheon.......... Dinnev............ 


Room.... Laundry—Uniforms......Laundry—Personal.... 
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Basing Paint Purchase on 
Result of a Test 


Have you ever bought paint as the 
result of a practical test? That is the 
way W. Mezger, superintendent of 
Knickerbocker Hospital, New York 
City, does it. “From our own experi- 
ence and influenced by reputation, 
price and other factors,” he says, “we 
selected four brands of paint for the 
test. Each product was applied in ac- 
cordance with instructions by the man- 
ufacturer, a wall space of about 30 
square feet being covered in each case. 
The application was allowed to age 
thirty days, then wash tests were be- 
gun, the walls being soiled with mercu- 
rochrome, ink or dirty grease. Careful 
observations were made after each 
washing. With intelligent effort much 
can be learned not only about paint but 
also about the relative merits of wash- 
‘ng agents. 

“The samples were finally judged on 
the basis of appearance, coverage, 
washability, permanence, service from 
the manufacturer and cost.” 


Follow-up Letter Brings 
Many Suggestions 


Everybody agrees that it is desir- 
able to find out what patients think 
about hospitals. How to do it—that is 
the question. 

A plan in use at Ravenswood Hospi- 
tal, Chicago, has succeeded in obtain- 
ing suggestions from about 50 per cent 
of the hospital patients. Anyone who 
has ever circulated questionnaires 
knows that this is a high percentage. 
The secret of the plan is tact and 
promptness. 

On the day after a patient is dis- 
charged the following letter is sent 
him: 


“Dear Former Patient: 

“Your name is now one of many 
thousands of patients whom we have 
been privileged to serve. We hope that 
your stay was as pleasant as possible 
under the circumstances. 

“In this respect you may render a 
valuable service to our institution. By 
filling in the enclosed card (using the 
reverse side for comments) and return- 
ing to us, in the addressed and stamped 
envelope, you may cause changes that 
will produce greater comfort and bet- 
ter service to those patients who are 
yet to come to Ravenswood Hospital. 
Tell us frankly what you think about 
our hospital with the same degree of 
interest that you would if Ravenswood 
Hospital were owned and operated by 
yourself. You, having been a patient, 
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can tell us from the patient’s view- 
point. That’s what we want. 

“The sincere desire of the manage- 
ment is to establish a hospital service 
second to none. This cannot be done 
until we know our irregularities and 
our weaknesses. That’s the purpose of 
this letter. All suggestions and com- 
ments will be acknowledged, carefully 
tabulated and will receive the careful 
consideration and attention of our ex- 
ecutive committee. 

“Will you please make this contribu- 
tion for those of the sick and suffering 
who will receive service at the Ravens- 
wood Hospital in the future? 


“Very truly yours, 
“The Management.” 


Enclosed with the latter is a card 
asking specific questions about the 
service which the patient received. All 
cards returned are promptly acknowl- 
edged and thanks are offered for any 
constructive suggestions made. 

As a result of suggestions gathered 
in this way the hospital has made many 
changes in major and minor adminis- 
trative policies. These have all been 
for the purpose of increasing the com- 
fort or well-being of its patients. Fur- 
thermore the letter builds good will by 
showing that the hospital is really in- 
terested in promoting the welfare of 
its patients. 


Public Library Benefits Both 
Patients and Personnel 


Patients, nurses and employees at 
St. Luke’s Hospital, Cleveland, are 
well supplied with books through an 
arrangement that exists between the 
Cleveland Public Library and the hos- 
pital. 

The library furnishes a collection of 
books, varying in number according to 
the number of patients and personnel 
in the hospital. These are exchanged 
often enough to keep them fresh and 
up to date. 

One day each week a librarian 
arrives at the hospital to spend 
the necessary number of hours con- 
sulting with the staff and stimulating 
reading and study. On other days of 
the week the hospital’s director of reli- 
gious work and education, assisted by 


volunteers, distributes books to the 
patients. 

C. S. Woods, superintendent, states 
that this service is greatly appreciated 
by the hospital which would find it 
impossible to maintain a library and 
library service in any way comparable 
to that granted the hospital by the 
public library. In one year as many 
as 12,898 books were distributed to pa- 
tients and personnel. 


One Hospital’s Bid for 
Public Favor 


At Evanston Hospital, Evanston, 
Ill., February 10 was Hospital Sunday. 
Churches of Evanston and friends of 
the hospital everywhere were urged to 
join in an effort to make Hospital Sun- 
day a banner day. Display advertise- 
ments and publicity in local papers 
were some of the means used to win 
attention and support for the hospital. 

Here are some of the facts the hos- 
pital made public regarding its work 
as a means to gain community good 
will. They were published in the 
Evanston Review: 


Do You KNow THAT— 


5,857 patients were admitted to 
Evanston Hospital in 1934? 

45,530 days’ care was given Evans- 
ton Hospital patients in 1934? 

236 visits were made to the out-pa- 
tient department in 1915, twenty years 
ago when the clinic was founded? 

20,118 visits were made to the out- 
patient department in 1934? 

38,000 painstaking laboratory exam- 
inations were made in 1934; of these 
6,600 were made for out-patients? 

6,553 treatments were given in 
physical therapy department in 1934, 
2,914 of which were for out-patients? 

3,090 operations were performed in 
1934, which is 300 more than last year? 

108,796 patients have been cared for 
since the hospital was founded in 1891? 

4,924 x-ray examinations were made 
in 1934? 

6,410 persons have used the medical 
library at the hospital, including phy- 
sicians, nurses, students, nonstaff indi- 
viduals and investigators. 

1,716 hours’ work was given by the 
junior league to the out-patient de- 
partment in 1934? 


Probably you can think of one or more practical ways to 
save time or increase efficiency. The Modern Hospital 
will welcome your ideas to put before other hospitals 
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Children’s Ward Speaks 


Patients’ Language 


surroundings from those to which he has 
been accustomed make the child’s introduc- 
tion to hospital life a memorable occasion and too 
frequently, a sad one. It is much the same feeling 
of desolation that engulfs the traveler who stands 
on deck peering into the unknown as his ship puts 
into a foreign port on the edge of evening. If only 
some familiar face were there to welcome him! 
Hospital land with its white walls, rows of white 
beds, shining floors and everywhere that faint but 
unmistakable odor of anesthetics and disinfectants 
is strange territory indeed, which the average 
youngster approaches very naturally with fear and 
trepidation. If suddenly from out between the vast 
white curtains that seem to enclose everything as 
a ghastly shroud, there should emerge the cheer- 
ful grin of Mickey Mouse! Or it for no other reason 
than at that particular moment the Cow should 
decide to Jump Over the Moon, what a difference 
it would make! 


S TRANGE sights, queer odors, wholly different 
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Standing guard over a 
grand parade of popu- 
lar figures is a line of 
ducks, each carrying his 
gun over his shoulder. 


Just what a difference 
it really does make has 
been proved during the 
comparatively few weeks 
that the children’s ward 
at Polyclinic Hospital in 
New York has been 
transformed from a ward 
in the usually accepted 
sense of the term into a 
fairyland inhabited by 
familiar faces. That very 
great pain in a very small 
ear isn’t nearly so bad 
when there are friends 
to stand alongside—when 
right overhead along 
the partition which sep- 
arates one crib from 
another, the Three Little 
Pigs march bravely by— 
when there on the wall almost at the very base of 
the bed Jack and Jill struggle up the hill to fetch a 
pail of water. 

Next door, Little Miss Muffet, too, is having her 
troubles dropping her spoon in alarm as she spies 
sitting alongside her the spider of ill-repute. 

That same imagination which has developed an 
ordinary roof into an exact reproduction of the 
deck of a boat and a large room on the top floor 
of the hospital building into a Chinese garden and 
lounge (interesting innovations which have al- 
ready been described in these columns), has been 
exercised by A. A. Jaller, executive officer, and his 
staff in creating a children’s ward that makes the 
hospital sojourn of each small boy or girl a mem- 
orable occasion, but this time one to be looked 
back on with pleasure. 

White as a background has been discarded for 
yellow and orange, sunny happy shades which help 
produce an effect of sunshine even on the darkest 
days. All the woodwork is painted in these colors, 
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including the wooden partitions between the beds, 
also the beds themselves and the furniture. Dotted 
swiss curtains at the windows contribute to this 
color scheme with dots of yellow. Thus a cheer- 
ful atmosphere is created throughout the whole 
ward. 


Many Old Friends Are Here 


This serves as an excellent background for the 
scenes which have been painted directly on the 
walls depicting all the old nursery rhymes. There 
is the Old Woman with her Shoe and her numerous 
children. Rock-a-Bye Baby swinging happily in 
the tree top, Little Red Riding Hood and many 
other friends of childhood days — each is pictured 
in bright, gay colors which have an instant appeal 
to young eyes. The continuity of the series is not 
even interrupted by doorways, for these have been 
treated in the same manner and consequently re- 
semble doors in no way whatsoever but look for 
all the world like the walls themselves. 

The tops of the partitions which separate the 
double row of cribs occupying the center of the 
room afford just the proper setting for a grand 
parade of popular figures, cut out of wood and 
painted. These include more recent acquaintances, 
but none the less dear. First comes the band with 
the big bass drum, the cymbals and bugle. Next 
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in line, prancing gayly along, are Mickey Mouse 
and Minnie. Just behind them, the Three Little 
Pigs strut proudly. These figures are painted on 
both sides so that the same entrancing view is ob- 
tained from all parts of the room. As an added 
decorative note, the end of each partition facing 
the aisle has topping it a pyramidical Christmas 
tree standing in a tub. This, too, is made of wood 
and painted. 

Looking down on this procession and standing 
guard over the many activities of the room is a 
line of ducks pictured on a deep frieze which forms 
an insert in one section of the ceiling. Each car- 
ries his gun over his shoulder and wears a tre- 
mendous hussar’s cap with strap underneath his 
beak as he parades stiffly along between two 
guardhouses. 


Hospital Staff Gets the Credit 


All the planning and the major share of this 
work were done by the hospital’s own staff. Serv- 
ices of a professional decorator were employed only 
in executing the mural effects. 

As though this were not enough to delight the 
heart of any child and make him feel thoroughly 
at home, all manner of fascinating little details 
have been added to make restless hours seem less 
long, particularly during those dreary stretches of 













the night which test the mettle of many an older 
patient. On a branch coming out of a wall sit three 
little owls as placidly as can be. Suddenly their 
eyes light up and blink. If requested to do so, they 
will oblige in this fashion for hours at a time. 

At one end of the room stands the figure of a 
gnome who apparently has acquired the same habit. 
He will gladly try and help things along by winking 
pain away with a mischievous light in his eye that 
is irresistible. Far down the other end of the aisle, 
a lighthouse begins to flash its signals of red and 
white as dusk settles in the ward. Long after the 
little patients are sound asleep, this keeps twin- 
kling off and on, dispatching encouraging gleams 
to those who wake up suddenly and find themselves 
in strange surroundings. 


A Roof Garden Invites the Convalescents 


Even the clock on the wall is dressed in nursery 
garb, its face emerging from a colorful setting in 
which two friendly looking birds stand by watch- 
ing the minutes tick. The electric light fixtures, 
too, have been appropriately dressed for the occa- 
sion, colorful figures having been painted on their 
surface. 

When the young patients convalesce to the point 
that they can be moved, a roof garden all their own 
invites them out of doors. Here the same close 
attention has been given to details. Little chairs 


and tables are provided, finished attractively in 
green. All manner of toys and picture books are 
available. In the center, a little pool has been built 
in which goldfish disport to the delight of happy 
children, now safely headed toward good health. 


And So, Why Dread the Hospital? 


Yet the promise of good health even is not always 
sufficient to stifle cries of regret when the day 
arrives that good-byes must be said to all these hos- 
pital friends — to Mickey Mouse, the Three Little 
Pigs, the Old Woman Who Lives in the Shoe. There 
will be other meetings, to be sure — many of them, 
no doubt — but none affording the same intimate 
contacts as those of hospital days. The young pa- 
tient departs to resume life where he left off, many 
times amid surroundings far less comfortable than 
those to which he has grown accustomed. His stay 
in the hospital becomes a pleasant memory. Never 
again will he view such institutions with quite the 
same sense of deep foreboding. He has confidence 
that there will always be a familiar face there 
awaiting him. 

That is why Mr. Jaller and his staff at Polyclinic 
are disinclined to talk about the cost. It seems so 
small in proportion to the results already realized, 
to say nothing of those potential advantages of a 
citizenry that through the years has been made 
hospital-minded.—R. P. S. 








The Community Must Meet Its Burden 


By MILTON C. WINTERNITZ, M.D. 


Dean, Yale University School of Medicine, 
New Haven, Conn. 


T CAN be readily agreed that hospitals must seek to un- 

derstand and meet the economic and social changes of 

recent years. Any hospital blind to these will fail financially 
and in the efficiency of its service. 

In New Haven the total amount of hospitalization as 
measured by hospital days of care has increased nearly 50 
per cent in the last ten years, although there has been no 
increase in population and an apparent decrease in the inci- 
dence of illness. Obviously the residents of this community 
are using hospitals to an increasing extent. The explana- 
tion must be two-fold: first, homes are progressively less 
adequate in size and equipment for the care of the sick; 
second, the value of hospital care as a means of effecting 
the fullest and quickest restoration of health is becoming 
better established in the public mind. 

At the same time, fewer persons are able to pay even the 
minimum cost of hospitalization and municipalities are less 
and less prone to foot the bill. It seems clear that hospitals 
cannot continue to sap their resources in the care of the 
indigent. This burden must rest upon the community, and 
the hospital ought to use its resources as a means of ensur- 
ing the presence of an adequate hospital staff and hospital 
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facilities in the community to meet immediate and potential 
needs. Private funds such as hospital endowments should 
not be used to ease the burden of taxpayers but rather to 
ensure progress in methods of hospitalization. Maintenance 
and development of standards have always been the true 
functions of philanthropy. This is a point of view which 
should be reiterated often in the community. 

The hospital ought to make special efforts to provide 
good service for persons of small means who are not the 
proper recipients of charity. The demand for semiprivate 
facilities at a modest rate is growing and represents a sound 
development. There is a logical step from this to a group 
payment plan such as has already been adopted in many 
communities. 

The hospital should insist on high standards. It should 
have the reputation of honesty in its work and in its 
charges. It should not succumb to pressure in the direction 
of performing more service than it can provide adequately. 
Every effort should be made to inform the community of 
the nature and cost of hospitalization, and the placing of 
the financial burden in each case where it properly rests 
should be stressed. 


The MODERN HOSPITAL 








a ee 


Saaen 





Ss 
lay 
OS- 
tle 
are 
m, 
ate 
pa- 


an 
ay 
yer 
the 
1ce 
are 


nic 

so 
ed, 
fa 
ide 


tial 
wuld 
> to 
nce 
rue 
lich 


ride 
the 
rate 
und 
oup 
any 


uld 

its 
ion 
ely. 
r of 
r of 
asts 





A trustee should: (1) make his con- 
tribution to the welfare of his hospital 
freely and without thought of person- 
al reward; (2) whole-heartedly sup- 
port the hospital superintendent ; (3) 
have no personal contact with the 
personnel; (4) attend the monthly 


board meetings regularly 


UCH has been spoken and written in re- 
M gard to the traits which should be pos- 
sessed by the efficient hospital adminis- 
trator. Surely, his qualifications, both of character 
and training, should be of the highest. And yet it 
is the board of trustees which largely determines 
the ethics, morale and effectiveness of any hospital. 
Given a board which is attentive, informed and 
possessed of high ideals, the hospital under its 
direction will surely be one to which it is safe for 
an ailing public to commit itself. 


Service Must Be Free Will Offering 


The position of hospital trustee should be one 
of high honor and respect in any community. If it 
is clear to those who aspire to hold such a position 
and to members of the community what responsi- 
bility this position involves, the higher will be the 
type of citizen who will be found on hospital boards. 
To undertake to fill the position of hospital trustee 
is definitely to obligate oneself to act only and al- 
ways in the best interests of the inhabitants of the 
community, both singly and collectively. To seek 
such a position because of a thirst for prestige is 
at once to prove onself unworthy of it. No stronger 
claim can be made to the respect of one’s fellowman 
than to have served long years on a hospital board, 
without there having been evident one instance of 
self-seeking. 

Particularly in governmental hospitals is the 
trustee more commonly observed wn. demands a 
guid pro quo—a reward for his labors in behalf of 


the sick. Here too frequently are observed evi- 
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How to Recognize a Good Trustee 


dences of an attitude of searching for a personal 
recompense. Here not uncommonly is found a trus- 
tee who demands appointments for favored intern 
applicants or for nurses who desire to enter train- 
ing. Such a pseudo-trustee is prone to demand the 
acceptance of patients on a free basis or a reduction 
of fees in the instance of personal or political 
friends. By so doing such a director announces his 
expectation of receiving a reward for the perform- 
ance of a duty which should be promptly forth- 
coming from any good citizen. This type of trustee 
when discovered should be promptly returned with- 
out thanks to the community. 

Before we consider personal qualifications nec- 
essary to a good board member, perhaps some 
negative statements may be set down as to traits 
likely to render him less serviceable to the hospital. 

1. He should not be guilty of absenteeism at the 
regular monthly meetings. 

2. He should never be too much concerned with 
his own private affairs to give time to the duties 
incumbent upon him as a hospital trustee. 

3. He should never display an attitude of cer- 
tainty that hospital administration is a simple mat- 
ter and that hence it requires little if any training 
on the part of the superintendent and his depart- 
ment heads. 

4. He should never exhibit an attitude of con- 
descension towards the superintendent and his as- 
sistants but should look upon them as professional 
persons, worthy of his respect and that of the com- 
munity. 

5. He should never vacillate but should be ready 
to render an opinion courageously when consulted 
on matters considered important by the harassed 
superintendent. 

6. He should always publicly support the hos- 
pital administrator, whether he be right or wrong, 
but if he is too often wrong he should courageously 
insist on his removal if such an action seems to 
serve the best interests of the hospital. 

7. He should never demand that his ideas shall 
predominate because he is able to contribute largely 
to the hospital’s support. 

8. He should never err by inviting the close 
friendship of subordinate members of the hospital 
family, and the social entertainment of male cr 
female members of the personnel by himself or 
by members of his family should be avoided. 

9. He should never assume the attitude of an 
autocrat who attempts to strike fear into the hearts 
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of the hospital employees because of the power of 
his position. 

10. He should seek continuously to enlarge his 
fund of knowledge relative to modern methods in 
conducting the hospital. 

11. He should not accept the statements of dis- 
gruntled staff or other members of the hospital 
group relative to the reputed wrongdoings of any 
of the personnel, without personally verifying the 
truth of such statements. 

12. He should require the same strict adherence 
to good business methods that he expects in his 
store or manufacturing plant, never allowing the 
lines of sound routine procedure to be broken down. 

13. He should never commit the error of per- 
sonally contacting hospital employees through any 
other medium than over the desk of the board’s 
authorized representative — the superintendent. 

All of these traits are never found among the 
members of any one board. Nevertheless, almost 
every board of trustees has sitting around its table, 
individuals who repeatedly transgress these basic, 
all important rules of board decorum. 


Attendance at Board Meetings Essential 


Attention is now directed in a somewhat more 
full and concise manner to these various qualifica- 
tions. If a trustee is repeatedly absent from board 
meetings he loses interest in the affairs of the hos- 
pital and interrupts the trend in the story of the 
hospital’s progress from month to month. A board 
member who cannot regularly attend monthly 
meetings cannot be of the greatest value to his in- 
stitution. 

The board of trustees which absents itself as a 
whole from the hospital and its atmosphere of 
busy service, by holding its meetings at a distance 
from the institution, is usually the board whose 
members rarely visit the hospital and which, know- 
ing but little of its activities, readily accepts re- 
ports of the superintendent and his subordinates 
without question. Such a body soon becomes a col- 
lection of mere figureheads, accepting the honor 
but avoiding the real responsibilities of their posi- 
tion. Such a board may contribute generously to 
the support of the hospital but its moral influence 
cannot be as strongly felt nor can its interest be 
as continuously maintained as is the case when 
trustees are frequently seen in and about the insti- 
tution, intelligently cooperating with the superin- 
tendent in maintaining a high degree of efficiency. 

The trustee who finds that he is too busy to con- 
cern himself intimately with the affairs of the hos- 
pital is likely also to be frequently absent from 
board meetings. Such a person should not accept 
a call to serve unless his personal affairs will per- 
mit him to meet the obligations that are laid upon 
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the trustee by the community he represents. Before 
a new board member is elected he should be waited 
upon by a committee in order to learn whether he 
is able and willing to sacrifice his personal time and 
effort in the interests of the hospital. It may be 
said here that to spend much time and effort within 
the hospital is not always a laudable activity on the 
part of the trustee unless his presence there con- 
forms to the basic rules of hospital administration. 
His headquarters should be the superintendent’s 
office and in no respect should visits assume the 
practice of the detective endeavoring to learn about 
the acts of commission and omission on the part 
of the superintendent which may be brought with- 
out the knowledge of the latter to the attention of 
the board. 


Hospital Administration Is Complicated 


The hospital trustee who believes that institu- 
tional administration is a simple matter is one who 
requires much education. Such an institution, if 
this opinion is shared by his colleagues, is likely 
to have as its head, a superannuated minister of 
the gospel of splendid spiritual attainments but 
possessed of no administrative experience — a gen- 
erous, godly but impractical man, soft-hearted and 
yet not businesslike. Or, a board of this opinion 
may place at the head of the institution a graduate 
nurse of splendid personality and scientific attain- 
ments in her field but with no business or admin- 
istrative ability ; or, again, a man who having failed 
in his own business, glibly promises financial re- 
forms yet is not qualified to bring them about. 
Here one often finds a socially prominent directress 
of nurses, a frivolous head of the social service 
department and others of undoubted personality 
and sometimes tact but generally of low scientific 
attainments. 

Hospital administration is a serious, difficult 
task requiring much training and a high degree 
of character, tact and skill. None will deny that a 
desire to do good is laudable, but a vision of the 
practical necessities to such an end is of equal 
importance. To demand that a well trained super- 
intendent be secured and supported is prime evi- 
dence of the good trustee. He it is who insists that 
the members of the hospital personnel frequently 
undertake refreshment courses in their particular 
branch of work. He will insist that his colleagues 
support him in making possible the visit of the 
hospital executive and his department heads to 
hospital meetings and conventions and he will be 
the first to demand that his institution furnish to 
the hospital literature periodic contributions on 
matters touching effective institutional treatment 
of the sick. The board which shows no interest in 
these matters is one which encourages grooving, 
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rutting and death from intellectual and adminis- 
trative inanition. 

Because a board maintains control over the insti- 
tutional life and death of its employees should not 
lead trustees to assume an air of condescension 
or patronage toward these persons. Having secured 
individuals of undoubted training and character 
to act as department heads the board should require 
that respect be shown these persons. To maintain 
the self-respect of all, from the lowest to the high- 
est in the institutional family, is to keep efficiency 
and morale at a creditable level. Members of hos- 
pital boards should of course never issue orders to 
the superintendent in the presence of others. Nor 
should instructions be issued except through the 
superintendent’s office. To reproach a hospital 
worker in the presence of others is an unforgiv- 
able error of judgment, whether this is done by 
members of the board, by the executive or by any 
of his assistants. 

Vacillation on the part of those in authority is a 
deadly enemy of efficiency. The superintendent is 
the direct representative of the board of trustees. 
He is granted authority only to carry out and make 
effective the policies passed on to him by his supe- 
riors. Nevertheless, he cannot succeed unless he 
is able to secure decisions promptly from the execu- 
tive committee or from the whole board. If the 
executive is capable of truly representing the mem- 
bers of his board, he should be able to make admin- 
istrative decisions without hindrance from his su- 
perior officers. 


Board Must Be Loyal to Superintendent 


Again, it should be stressed that trustees are a 
policy making body. The owner of a factory right- 
fully holds responsible the superintendent of opera- 
tion for turning out a good and salable product. 
He does not interfere because he knows less about 
technical details than does his plant director. The 
board which administers is certainly not the one 
most likely to render the greatest service to the 
sick and to the community at large. Even though 
hospital directors are recognized as supreme in all 
matters pertaining to the welfare of the institution 
under their direction, yet a wise board will early 
recognize proper methods of administrative con- 
duct and will require all to adhere thereto. Finally, 
the board gives orders to but one person and he is 
its chosen executive. 

A board of trustees should publicly support the 
acts of the superintendent whether they be right 
or wrong. Nothing so quickly drags down hospital 
efficiency and morale as for members of the person- 
nel to sense that the superintendent is not in the 
confidence of the board. When such a feeling arises 
some seeker for preferment in the hospital group 
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immediately begins to organize his party to develop 
support for his advancement to the position which 
he thinks soon will be vacated. Whisperings fill the 
hospital corridors. Discipline lags. The superin- 
tendent fears to act because he is uncertain as to 
the board’s support. Soon this tide of unrest 
reaches the bedside of the patient. As long as the 
executive is retained the board should publicly sup- 
port him. Just so long as a superintendent can be 
loyal to the board and satisfactorily perform his 
work, he should remain in the hospital group, but 
when he cannot honestly, privately and publicly 
support the board in its policies, his usefulness has 
come to an end and his place should be taken by 
one in sympathy with the institution’s directors. 


An Undesirable Trustee 


Sometimes a man of prominence and wealth is 
sought as a hospital board member because of the 
personal, or financial contributions he may make 
to the hospital. It is in this type of person that one 
often observes the traits of the autocrat. He it is 
who frequently will neither confer nor conciliate. 
It is this type of trustee who is inclined to allow his 
judgments to be affected by personal considera- 
tions and who sometimes displays ulterior motives 
in reaching decisions, rather than in measuring the 
results of his acts in the terms of what is best for 
the patient. 

There is great danger of board members allow- 
ing themselves to cultivate too strongly the social 
friendship of hospital employees. Certain results 
of such a policy are jealousies, misunderstandings 
and finally disrupted morale. 

The scientific background of hospital work de- 
pends upon maintaining a modern and up-to-date 
institutional practice. Too infrequently does one 
observe on the desks of board members current 
hospital journals or other publications containing 
articles on better methods of carrying out the insti- 
tutional treatment of the sick. Only to him who 
maintains an attitude of eternal dissatisfaction 
with his own information and capabilities, will 
come the best and highest type of service possibili- 
ties in hospital management. 

These suggestions are most assuredly not offered 
in any critical sense. They are made with a full 
knowledge of the splendid and constant contribu- 
tions to hospitalization which have been in the 
past and are now being made by an army of effi- 
cient and self-sacrificing trustees who above all 
desire to serve but who because of the existence 
of local conditions, have unconsciously fallen into 
practices not consonant with the best interests of 
the hospital. In a subsequent article will appear 
some concluding statements on the duties, pre- 
rogatives and practices of trustees. 
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Editorials 


The Need for More Rural Hospitals 


HE fact that 1,300 of the 3,073 counties of 
the United States containing 18,000,000 per- 
sons have no hospitals within their borders 
does not necessarily imply that local hospitals are 
required in all of them. But what does the absence 
of alocal hospital mean? It may imply merely that 
good hospitals exist in a city just over the border 
of the neighboring county; it may imply that the 
county is mostly mountain, desert or grazing land 
with too few people to utilize or justify the exist- 
ence of any hospital. 

But when a hospitai is needed and is lacking, 
what does its absence mean? It means that gravely 
sick people cannot secure surgical operation when 
they need it without a long, dangerous and expen- 
sive trip; that difficult cases of women in labor 
cannot be properly cared for with sufficient prompt- 
ness to save life; that the x-ray facilities needed 
for diagnosing a fracture or an internal cancer are 
not available; that the physicians of the area are 
deprived of opportunity for self-education through 
professional association, and through the use of 
diagnostic and treatment facilities, without which 
medical men cannot keep abreast of the advancing 
science and art of their profession. 

The study reported in this issue of The MODERN 
HOSPITAL brings forcibly before the people of this 
country the lack of hospital service in hundreds of 
rural areas. It is apparent that the county is often 
too small a unit to maintain a satisfactory hospital, 
and that hospitals should often be so located and 
organized as to serve the people of several neigh- 
boring counties. The need for a hospital in an 
area will be determined by the number and dis- 
tribution of its population, the accessibility and 
sufficiency of existing hospitals as determined by 
distance, roads, topography and climate, and the 
practicability of providing a satisfactory profes- 
sional staff from the locality, although it must be 
remembered that the establishment of a hospital is 
likely to bring additional physicians to the area, 
as well as to facilitate an improvement of its pre- 
ventive health services. The practicability of main- 
taining a new hospital financially after it is 
constructed must be considered, but it is known 
that the existing county hospitals in small towns 
and rural areas are now substantially supported 
by paying patients, so that only a fraction of their 
cost needs to be met by taxation. 
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In some rural areas now without hospitals the 
establishment of a new hospital providing oppor- 
tunities for major surgery would be neither neces 
sary nor wise. Medical buildings, or ‘“cottag« 
hospitals,” as the English call them, are desirable 
in such places, furnishing offices for physicians, 
simple x-ray and laboratory facilities, space for 
the county health officer and his staff, and a few 
beds for the temporary care of patients, without 
facilities for major surgical work. 

In a period when the needs of our rural popula- 
tion are justifiably receiving special attention, and 
when unoccupied hospital beds in most of our cities 
are raising the question of a surplus of urban hos- 
pital facilities, the attention of the public works 
authorities should be directed toward the construc- 
tion of hospitals and medical buildings in the 500 
or 600 rural sections that need them. The proper 
governmental agencies can readily undertake 
studies for the location of such buildings as public 
works or work-relief projects, in which state and 
local communities should cooperate and which 
would be permanent contributions to the health 
and welfare of millions of American citizens. 





Thirty Hours a Week 


HE Black and Connery Bills requiring that 
industry limit the hours of its employees 
to six a day for five days a week were pro- 
posed at the opening of the last Congress (1933). 
The former bill actually passed the United States 
Senate on April 6, 1933, while the latter failed 
to reach a vote in the House of Representatives. 
A new bill sponsored by Representative Connery 
was introduced in the 1934 Congress and pro- 
vides that a thirty-hour week provision be in- 
serted in all national recovery codes. 

These several bills have assumed that the bur- 
den of providing work for the unemployed should 
be borne by those whose hours of labor are 
shortened. Further, it is contended that to make 
jobs more scarce would improve the position of 
the worker and hence would raise wages, thus 
bettering the general economic condition of the 
masses. 

No doubt these suppositions will be the basis 
of national legislative consideration in the current 
Congress. If so, again no doubt will the hospital 
be forced to fight for its economic life. Once more 
will it be required to genuflect before the lawmak- 
ers of the land and proclaim the charitable non- 
profit making nature of its activities even though 
from the days of Benjamin Rush has this fact been 
known to all persons of reasonable intelligence 
and open mind. 
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Thirty hours a week for hospital employees at 
the present rate of pay if such a regulation were 
to be universally applied would close the doors of 
a large number of worthy institutions. The hos- 
pital field is urged to be alert to the potential dan- 
gers of such legislation and to use its best efforts 
should the occasion arise to secure exemption from 
all of its crippling requirements. 





The Moral Obligation 


HEN a hospital accepts a pupil nurse 

\/ \/ it undertakes a serious moral obliga- 

tion. In effect it promises to house and 
feed her properly and to provide for her healthy 
recreation when her hours of duty are past. It 
asserts its intention of providing a thorough didac- 
tic and practical education in the science and art 
of nursing. It agrees to refrain from exacting 
from her too great a proportion of hours of menial 
or noneducational labor. It announces that it can 
and will provide a nice adjustment of didactic and 
practical experience so that neither will be will- 
fully and deliberately stressed at the expense of 
the other. 

Few hospitals that conduct nursing schools will 
demur in these statements. Nevertheless, the fol- 
lowing state of affairs is too often found: Living 
arrangements and recreational facilities are some- 
times less than mediocre. Teaching methods and 
personnel are ineffective and casual. The so-called 
practical experience preponderates and evening 
finds the pupil too physically fatigued to study 
intelligently. 

Some hospitals save money by conducting their 
schools. When this is true a careful inspection of 
nursing school methods is always justified. To edu- 
cate the nurse properly is almost as expensive as 
to use graduate nurses to care for patients. The 
hospital that for any reason takes lightly its re- 
sponsibilities to pupil nurses should care for its 
patients with graduates and pay the current rate 
for their services. 





Price Fixing for Hospitals ? 


HE question of uniform charges is being 
widely discussed by hospitals. Certain insti- 
tutions have offered hospital service to in- 
surance companies, governmental agencies and 
others at rates that are obviously below cost. The 
threat of a destructive price war has not always 
remained merely a threat. 
It is natural that hospital executives should be 
influenced by the example of business under the 
NRA. The hospital has seen the prices of coal and 
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milk, for example, going rapidly upward and has 
usually found its protests unavailing. If price 
fixing works for business, why should it not work 
for hospitals, too? 

This question should be studied from two angles. 
First, can it be done? Are hospitals sufficiently 
cooperative and do they offer sufficiently compar- 
able service so that they can make the same 
charges? The best answer to that is the pragmatic 
one. It actually has been done in various places and 
with enough satisfaction so that it is being con- 
tinued. 

The second angle to the problem is how should 
such charges be determined? Here the hospital 
field can learn some lessons from the experience of 
business under the codes. Business men are begin- 
ning to realize that the right to fix prices carries 
more obligations than merely fair treatment of 
employees. It also involves consideration of the 
consumers, a factor that was woefully neglected 
when NRA was in its first bloom. The great dan- 
ger is that prices will be fixed in the interests of 
sellers to the exclusion of the interests of buyers 
and that the present group of sellers will come to 
believe that they have a God-given monopoly which, 
whether efficient or inefficient, should be protected 
against all competition. 

Groups of hospitals that are considering the 
establishment of uniform charges might well pause 
to consider whether these rates are to be estab- 
lished for the benefit of the community as a whole 
to protect sound, efficient and necessary hospitals 
against competition that really is unfair, or 
whether the purpose is to perpetuate institutions 
which may have had a distinguished service but 
have now outlived their usefulness. No barrier 
should be erected that will tend to lay a wet blanket 
on hospital economy. 





Agreements Between Hospital 
and Patients 


T IS a singular fact that rarely are hospitals 
| involved in litigation on matters related to the 
type of service they render to their patients. 
Mayhap this is because of the well recognized diffi- 
culty of recovering from charitable institutions for 
reputed injury to person. But the hospital’s total 
disregard of the security inherent in an agreement 
signed by both contracting parties — the institu- 
tion and the patient — is a matter that daily invites 
litigation by the unscrupulous. 

Properly executed consent for operation, a 
signed release from responsibility for the prema- 
ture discharge of a patient, a signed refusal to 
accept treatment, a written autopsy consent, are 
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the chief documents of importance that concern 
the hospital and the patient. 

Every institution should possess carefully pre- 
pared agreement forms which cover these under- 
standings. Rules directing the manner of their use 
must with equal care be drawn up and adopted, 
since even when such printed contracts are at hand 
the grossest carelessness is often manifested in 
their use. For example, one consent for operation 
does not cover permission for others of like char- 
acter and risk on the same patient. The removal 
of specimens at autopsy is not legally permissible 
unless permission therefor is specifically granted 
in the postmortem form. A verbal refusal to sub- 
mit to treatment has little legal standing should 
litigation arise. 

To be sure, time and effort are necessary to the 
proper execution and filing of hospital and patient 
contracts. What of value can be secured without 
the expenditure of these two? The hospital execu- 
tive will do well to check carefully the practices 
in his hospital which have as their aim the protec- 
tion of the institution against the shoddy damage 
claims of unscrupulous patients. 





Raw Material 


KEEN critic of medical education recently 

A remarked in explanation of the pre- 

eminence of a great college of medicine 

that credit for this success could not be given so 

largely to the teaching staff of undoubted ex- 

cellence as to the dean who chose so wisely those 
admitted to the freshman class. 

The old adage that it is with difficulty that a 
whistle is formed from a porcine appendage surely 
may be applied to the business of training doc- 
tors and nurses. No school is capable of trans- 
forming an individual who is dishonest, slothful, 
crude, unmoral or intellectually dense into an ethi- 
cal, straight-forward, refined, industrious and 
scientifically brilliant physician or nurse. The out- 
cast in medicine should have been cast out before 
he was handed a diploma. The crude, tactless, un- 
ethical nurse should never have been capped. The 
winnowing of the fit from the unfit should take 
place largely before the doors are permitted to 
close behind the freshman class whether its mem- 
bers are striving for a medical or a nursing 
degree. Those who, gaining entrance, are later 
discovered to be inept or personally or tempera- 
mentally undesirable should be separated from the 
student body at the earliest possible moment so 
that they may not have the opportunity to exert 
a harmful influence on others. 

To attempt to prepare for the service of the 








public young men or women who do not appreciat: 
the seriousness of their calling and who becaus: 
of inherent or acquired traits do not warrant th 

expenditure of time or money in their educatio: 
is sheer folly. Moreover the cultural backgroun: 
of the applicant for admission to a training schoo 
particularly should be appraised. Nurses fail more 
often because of lack of refinement than because 
professional defects are present. It is a far cr) 
from the surroundings of the general public hos- 
pital ward to those of the drawing room. Never- 
theless, somehow, a knowledge of conduct appro- 
priate to both must be possessed by the successfu! 
graduate nurse and the doctor as well. 

When brilliant classes are graduated the in- 
structional staff of a medical college or training 
school is less to be commended than the committee 
or person who selected the raw material. 





Lay Dollars and Medical Science 


N 1897 throughout the heated month of July a 
| layman with the aid of a medical dictionary 
toiled through the almost one thousand pages 
of Sir William Osler’s new “Principles and Practice 
of Medicine.” As a result he became convinced of 
the need for enlisting outside aid in solving the 
many mysteries of disease which he found depicted 
therein. From this stimulus there came into exist- 
ence a great foundation dedicated to the prevention 
of disease and the discovery of its cause. 

Thus were the outposts of medicine extended 
to the very horizons of the world. Thus because of 
epochal discoveries by workers under these aus- 
pices have countless lives been spared and the death 
dealing attacks of tropical disease particularly have 
been prevented or rendered less devastating. There 
have followed other great privately conducted cam- 
paigns against disease. Medical schools have been 
endowed by generous lay philanthropists ; hospitals 
have been built and costly research has been inau- 
gurated and successfully consummated. No such 
educational or curative activity can exist even for 
a day on earned income. The wisest and most astute 
of scientists cannot contribute a whit to the welfare 
of humanity unless financial aid from a nonmedical 
public is forthcoming. 

Medicine owes much to those who have made its 
onward march in the science of both disease pre- 
vention and cure a possibility. When and if the 
cause of the dread cancer is learned it is safe to 
predict that the expense of maintaining the neces- 
sary costly study efforts will have been borne no‘ 
by one trained in the laboratories of a great med- 
ical school but by one whose substance has been 
won in the hard college of business strife. 
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Forty-S1x Red Cross Hospitals in 
Canada Serve Wide Area 


By FRED W. ROUTLEY, M.D. 


Director, Ontario Division, Canadian Red Cross Society 


ANY of the results in better world condi- 

M tions which it was confidently hoped by 

millions would result from the World 

War, have not materialized but at least one worth 

while result in Canada can be found in the Red 
Cross outpost hospitals. 

Canadian Red Cross had become a powerful 
humanitarian organization during the war. The 
war being over, such a society could not fold its 
hands and cease all activities, so it turned its atten- 
tion to a peacetime health program. A study of 
Canadian needs immediately focused upon the 
total lack of hospital and nursing care in the great 
north country. 

Only those who have been fortunate enough to 
travel extensively in Canada can appreciate the 
vast extent of virgin lands, forests and rocky 
strongholds of precious metals yet untouched by 
human enterprise. 

Even in areas where courageous young pioneers 
have blazed new trails and where new settlements 
have developed, communities are remote from each 


other and the facilities they have are meager 
indeed. 

Into these small settlements, which are the 
centers of large sparsely settled districts, the Red 
Cross has found its way and is doing a service 
which previously had never been attempted in any 
such widespread way in any part of the world. 
The only previous service of a similar nature was 
that done by Dr. Wilfred T. Grenfell on the Labra- 
dor Coast. 

In order to understand what this service has 
meant to the settlers of these great scattered dis- 
tricts, you must know that in most areas there are 
exceedingly poor roads through long stretches of 
unbroken bush. You must also be aware of the 
fact that while the summers are beautiful and the 
land may bring forth bounteous crops when it is 
tilled, the winters are long and very cold and are 
accompanied nearly every year by tremendous falls 
of snow, which sometimes lies as deep as five and 
more feet on the level in the bush. 

Because of these crude means of transportation 





Interior view of a section of the Red Cross hospital car, in which doctors and nurses travel, carrying their equipment with 
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them. This portable outpost hospiial is used in the pioneer communities along the railroad lines in northern Canada. 
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and the weather conditions, the energy, courage 
and fidelity to duty of Red Cross nurses who com- 
monly go long distances on skis or dog sleds are 
almost without parallel. However, they live in 
communities where the courage of the people is of 
the same character. The following example will 
illustrate this. 

“In the dead of winter with the temperature 
over forty degrees below zero in a little cottage 
in the heart of the forest, fifty miles from a doctor, 
in the middle of the night a young mother was sud- 
denly taken ill. The husband was a hundred miles 
away working on the transcontinental highway. 
The oldest child was a girl of twelve years. She 
recognized the gravity of her mother’s condition 
and in spite of protestations on the part of the 
mother, she donned her clothes and taking a lan- 
tern in her hand and stepping on to her skis she 
tramped seven miles alone through the heart of 
the forest to reach the Red Cross outpost. Together 
she and the nurse tramped back that seven miles, 
and the only professional assistance available 
within fifty miles was rendered to that young 
mother with perfectly satisfactory results, owing 
to the continued bravery of the young pioneer and 
the Red Cross nurse.” 


Two Distinct Types of Institutions 


The first Red Cross outpost hospital was opened 
in Northern Saskatchewan in 1920. Today forty- 
six such institutions are to be found as vitalizing 
centers in sparsely settled districts. These include 
a beautifully appointed hospital car. They range 
in accommodation from forty beds to two beds. 
They are of two distinct types. First is the larger 
hospital which serves a large in-patient population 
and where most of the work in the district is done. 
A district public health nurse, however, is being 
attached to more and more of these hospitals. 
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The other type is the small hospital taking in 
only emergency cases. From these the nurses go 
into the district to visit schools and to make home 
visits or attend patients in confinement or other 
illness. This latter type of institution usually 
serves a large scattered area with no small town 
as its center. 

These hospitals last year served 5,614 in-pa- 
tients with a total of 56,977 hospital days, 9,185 
out-patients treated at hospitals, 10,889 out-pa- 
tients treated in homes, 2,301 out-patients treated 
in clinics; 2,347 operations were performed and 
there were 1,407 births in hospitals and homes. 
Visits were paid to 479 schools and 14,717 children 
were inspected. A total of 42,706 individuals were 
attended during the year. 


Most Purchasing Is Done Centrally 


Exceedingly well qualified nurses are always 
available for this work and careful nursing and 
general supervision are given to it from the pro- 
vincial head offices, promoting a high type of 
efficiency. 

Practically all purchasing for the Red Cross 
institutions is done centrally which is an important 
economy measure. 

Complete control of the operation of these hos- 
pital units is vested in the provincial offices of the 
Red Cross. The local groups in the districts where 
the outposts are operated provide from other 
sources the cost of the buildings and equipment 
and are responsible for the upkeep of these. Thus, 
there is a fine cooperative interest in the whole 
project. 

This is truly a chain system of operating small 
hospitals which are affording an opportunity to old 
established communities to assist new and scat- 
tered areas in providing facilities that promote 
good health, safety and comfort. 
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Behind every doctor . . . the shadow of inescapable responsibility! 





‘Jim, I haven’‘t had intravenous solution troubles in years ... Why don’t you use Baxter’s?” 


Baxter's Intravenous Solutions in Vacoliters are faithful servants to your skill . . . to your 





responsibility and faithful servants to your good name... . Baxter's gave to doctors... 
perfect solutions—as correct and as uniform and as fine as they would make themselves 
—had they the time and the surety and the modern equipment... . Search the world 
over... you'll find no other solutions with a clinical record of eight years . . . in use in 
twenty-five hundred hospitals . . . with more than one and one-half million liters admin- 


istered with perfect results . .. Baxter's and Baxter's alone have this time proven record. 






BAXTER’S SOLUTIONS ARE A PRODUCT OF THE DON BAXTER CORPORATIONS. 
LABORATORIES IN GLENDALE, CALIFORNIA AND GLENVIEW, ILLINOIS 
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Electrical Flexibility Provided by 
Cellular Steel Floor 


By H. H. MARSH 


Structural Engineer, Washington, D. C. 


erected and welded in place on 68,000 

square feet of floor area in a new building 
for the contagious ward of Gallinger Hospital, 
Washington, D. C., provides a degree of electrical 
flexibility which makes the building adaptable to 
any kind of electric power utilization. In addition 
to assuring electrical flexibility, the cellular steel 
floor, because of its combination of light weight 
with great strength, reduces the dead load of the 
floor and permits a reduction of about 10 per cent 
in the weight of the steel interior frame of the 
hospital building. 

The floor was placed rapidly and was immedi- 
ately available as a working platform for the fol- 
lowing trades on the building, greatly facilitating 
their operations. This feature aided the general 
contractor in overcoming to a large extent a delay 
caused by a general strike, lasting six weeks, of 
all carpenters in the District of Columbia. 

The hospital building was originally designed 


A PREFABRICATED cellular steel plate floor 


for concrete joist floors carried by exterior brick 
bearing walls and an interior steel skeleton. The 
design of the building later was modified by the 
architect to permit the taking of alternative bids 
on cellular steel floor construction. The modifica- 
tion consisted principally of a redesign of the struc- 
tural steel interior framework to take advantage 
of a reduced dead load. 

In plan the main portion of the building consists 
of a long central section, 136 by 44 feet in dimen- 
sions, with two divergent wings at each end. These 
wings are 82 feet long by 38 feet wide. In front 
of the main structure is an administration build- 
ing, measuring 70 feet 8 inches by 44 feet in plan, 
connected to the main building by a corridor 24 
feet long by 1014 feet wide. The complete building 
has a floor area of 68,000 square feet. 

Except for a small four-story section immedi- 
ately behind the administration unit, the main 
building is designed to be three stories high. Under 
the present contract, only the cellular steel system 


alien mon ges ¢ 
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Units of the steel floor being laid in place at Gallinger Municipal Hospital. 
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No more sincere compliment to the gloves 
you supply can come from your staff than 
this. Yet you may expect it when you pro- 
vide Seamless Standard Surgeons’ Gloves. 
For these gloves have what surgeons pre- 
fer. Thinness, that affords tactility. Fit, 
that leaves hands unhindered in their deli- 
cate motions. Strength, that gives pro- 
tection to patient, surgeon and nurse. 


To provide your staff with Seamless 
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«Get me some 


of these for 


my Office” 


Standard Surgeons’ Gloves is not a 
luxury. Actually, it is a saving. The 
extra sterilizations they survive and 
their longer active life make them 
cost considerably less than others. 


We have a letter from one hospital 
which says, “Out of many brands 
used, your glove holds up the best.”’ 
Try Seamless Standard Surgeons’ 
Gloves for six months. See for yourself. 





O Seu, 





THE SEAMLESS RUBBER COMPANY, NEW HAVEN, CONN. 


Standard 
Surgeons Yloves. 











was laid on the third floor, supporting a temporary 
mopped wood roof. The small four-story section 
of this building was erected to its full height, the 
fourth story being a penthouse enclosing elevator 
machinery and storerooms. The administration 
unit was erected to its designed height of two 
stories and was given a permanent roof. Unfin- 
ished portions of the main building will be com- 
pleted when the need for a third story develops. 

Substitution of the cellular steel plate floor on 
the hospital building reduced the designed dead 
load by more than 40 per cent — from 80 pounds 
to 45 pounds per square foot. 


Plates Are Spot Welded 


Standard sections of the steel floor laid on the 
Gallinger Hospital addition were 2 feet wide. 
Units of this floor system, however, can be pre- 
fabricated in the shop to any length required to fit 
plan dimensions. The floor unit consists of a top 
and a bottom plate, each formed separately in a 
rolling mill. Before forming in the rolling mill the 
plates for the floor units are sheared to exact 
length. After rolling, the plates are assembled in 
position as a unit and are put through a continuous 
pressure welding machine especially built for this 
operation. The electrodes are rollers in continuous 
contact with the plates, automatically spot welding 
the two together on the indicated double line be- 
tween the cellular beams. 

Following the welding operation, the completed 
cellular unit is given a protective dip coat of 
asphalt, which is baked on. This coating com- 
pletely covers both the inside and outside of the 
cells. Each individual unit is marked at the shop 
for its exact position in the completed floor system 
of the building. 

In order to use the cells as raceways, it was 
necessary that they be kept watertight. All open- 
ings in the top surface were sealed with cover 
plates screwed down and cemented in place with 
an asphalt cement. In the interval preceding in- 
stallation of the crossover ducts, the duct openings 
in the top of the floor were covered temporarily 
to prevent construction dust and broken chips of 
brick and terra cotta from falling into the cells. 
The crossover ducts themselves were set with 
screws and sealed with an asphalt cement just 
before the floor finish was applied. 

When considering the cellular steel floor as an 
alternative to the original floor design, the archi- 
tect determined to utilize the full potentialities of 
the cellular construction for electrical flexibility, 
equipping every cell with necessary access fittings 
for future installation of wiring. Accordingly, all 
the cells were connected into appropriate crossover 
ducts, laid in the corridors, for high tension, low 
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tension and telephone service, with each group 0! 
three cells serving the three systems. Thus in the 
future any type of service can be brought into any 
desired spot in the entire floor area of the building, 
without remodeling and without expensive or 
bothersome work. The advantages of such an ar- 
rangement are obvious. 

The wiring facilities required an access unit in 
one of the three crossover ducts at every cell. In 
spite of the added cost of installing a duct system 
providing maximum flexibility, the cellular steel 
floor still offered an appreciable saving over the 
alternative construction, which provided no under- 
floor duct system. 

Because of the delay caused by the carpenters’ 
general strike and the resultant dislocation of oper- 
ating schedules, the possibility of rapid floor con- 
struction could not be demonstrated until the 
second floor was reached. When a unit comprising 
two wings and a portion of the central building, 
having an area of about 10,000 square feet, was 
released for floor, that area was erected, aligned 
and welded in three days and turned over to other 
trades for their work. When working at full ca- 
pacity the erecting force consisted of a foreman, 


.six men handling sections and a welder with a 


helper and an engineer. 

As the steel floor could be put to use by the 
bricklayers even before the welding was completed, 
it expedited operations of the mason subcontractor. 
The floor was utilized as a storage and working 
platform and as a base for the erection of interior 
scaffolding, all brick walls and face stonework 
being erected from the inside. 


Corridors Are Surfaced With Rubber Tile 


Holes were provided in the sides of the cells for 
hangers to support the cross-furred plaster and 
wire lath ceiling and to carry the plumbing pipes. 
Because of the ease of cutting openings in the steel 
floor it was unnecessary for other trades to put a 
man on the job until their erection crews were 
ready to go to work. 

Specifications called for a lightweight concrete 
fill on top of the cellular steel floor, but this specifi- 
cation was amended by the architect to permit the 
use of a dry mixture of ordinary concrete. The 
finished floor is 28% inches above the top of the 
cellular steel floor and 814 inches above the top of 
the structural steel. Corridors are surfaced with 
rubber tile on concrete and have a terrazzo cove 
base molding. Except for the service rooms, which 
are finished with plain concrete, the rooms have 
terrazzo floors applied directly over the top of the 
fill on the steel deck. The floors of consultation 
rooms in the administration unit are covered with 
ceramic tile laid on concrete. 
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DOUBLED 
ITS SALES! 


—and here’s why this is 
important to every hospital superintendent 


Ordinarily you wouldn’t be interested in knowing that, in 1934, twice as many men 


and women showed their preference for Palmolive by buying it for use at home. 








are the same people you serve. | “4 And they prefer Palmolive because in it, and 
only in Palmolive, do they get bland combination of olive and palm oils that 
protects complexions ... keeps the skin fresh and soft and comfortable. This pure 
soap lathers generously. And, best of all, Palmolive costs no more than many less 


favored brands! { You can profit by this proof that “more people prefer 





Palmolive” by supplying it. Write for prices in the quantities you buy. 


COLGATE-PALMOLIVE-PEET COMPANY 


105 Hudson Street, Jersey City, N. J. 
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Maintenance, Operation and Equipment 
Conducted by Joun C. Dinsmore and Dr. R. C. Buerxt 


Standardizing X-Ray Technique 


By JOHN R. CARTY, M.D. 
Radiologist, New York Hospital, New York City 


graphic technique at the New York Hospital 

is judged by three factors: (1) the mainte- 
nance of radiographs of consistently good quality ; 
(2) the number of retakes; this is of importance 
and is often overlooked by the roentgenologist and 
the hospital administration alike; (3) the number 
of films per patient considered over a period of time 
not less than six months. Taken by itself this ratio 
may not be particularly significant but in conjunc- 
tion with the other two factors it becomes impor- 
tant. In addition the ratio of the number of films 
per type of examination may be used if it is desired 


TT HE efficiency of standardization of the radio- 


The chief dark room technician viewing an x-ray film and 
reporting its quality to the technician in a control booth. 
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to keep a closer check over shorter periods of time. 
If the radiographs are of consistently good quality, 
if the retake ratio is kept low, if the film per 
patient index is fairly constant, one may infer that 
the technique is well standardized, with obvious 
professional and administrative advantages. 

In each of the control rooms there is a chart 
giving standard positions for the part to be exam- 
ined. In addition, there is a series of settings for 
each part corresponding to the dial of the auto- 
transformer on the machine. This chart is worked 
out accurately for each machine. With the excep- 
tion of the stomach and chest work where a meas- 
urement technique is employed, the technique is 
based on an average adult of 150 pounds. In some 
instances there is a separate chart for children. 
Whenever possible the same type of technique is 
employed in each room. Thus a technician may go 
from one room to another and be familiar with the 
operating conditions. 


Requisition Cards Reviewed Daily 


Every morning the roentgenologist in charge 
reviews the requisition cards with the head tech- 
nician. Useless requests are eliminated and in 
many instances we are able to reduce the number 
of films even below the standard. Sometimes addi- 
tional examinations are made obviating the neces- 
sity for a revisit. Complete filling out of these 
cards is obligatory. We consider this procedure of 
great importance although perhaps it is time con- 
suming. 

Many difficulties in obtaining consistent radiog- 
raphy may be traced to an overloaded power line. 
No degree of efficiency can overcome a fluctuating 
power source. Direct current is entirely unsuitable. 
Adequate primary power lines were provided at 
the New York Hospital. 

An ancient radiographic outfit with poor regula- 
tion may be an unsuspected source of expense 
because of the number of films made before satis- 
factory ones are obtained. It is a good idea to 
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lf he's in the hospital 
he's within HEARING! 


Hospitals find the Program Distribution 


Like many other up-to-the-minute hospitals, 
Research Hospital in Kansas City uses a 
Public Address System for quiet and speedy 
“Doctors’ Paging.” The information oper- 
ator speaks into a microphone—and her mes- 
sage is repeated instantly by 26 speakers throughout 
the hospital. 

To assure adequate coverage without undue loud- 
ness, each speaker has an individual volume control. 
When set as prescribed by the head nurse, volume 


controls are locked. 


System valuable, too. This delivers cheery 
music to convalescents through loud speak- 
ers in private rooms and headsets in wards. 
Program sources may be phonograph records, 

radio broadcasts or visiting entertainers picked up by 

microphone. 

For full information about equipment to meet your 
hospital’s needs, telephone Graybar’s nearest branch or 
write to Graybar Electric Company, Graybar Building, 


New York, N. Y. 


Western Elecfric 


PUBLIC ADDRESS AND PROGRAM DISTRIBUTION SYSTEMS 
In Canada: Northern Electric Co., Ltd. om 


Distributed by GRAYBAR Electric Co. 
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MAINTENANCE, OPERATION AND EQUIPMENT 


calculate the number of films according to the ma- 
chine used. Some interesting facts may be learned 
in this way. 

Varying speed of intensifying screens in the 
cassettes introduces a costly variable which may 
be difficult to control. All of our screens are of the 
same make and are individually matched for speed. 
Thus we have entirely eliminated a variable factor 
in the technique. To use worn-out screens is poor 
economy. The x-ray films used are of one make 
and are as fresh as can be obtained. Whenever pos- 
sible it is advisable to have the same emulsion 
number on each order. This may be of advantage 
particularly in a large department as there some- 
times is a slight variation in speed between emul- 
sion numbers even though they are of the same 
make. 


Films Are Carefully Checked 


No matter how careful one is with the technical 
procedures, certain variations creep in during the 
day’s work. In order constantly to check these 
variations we have installed a telephone system 
from the dark room to the control booths. Each 
radiographic room has its own identification mark 
which is placed on the radiograph together with 
the serial number of the patient. If more than 
three radiographs from the same room show an 
identical error of technique, particularly of den- 
sity, the technician concerned is immediately noti- 
fied and the error corrected even before the film is 
completely developed or fixed. In certain of the 
more difficult classes of radiography the patient is 


held in the department until satisfactory resulis 
are obtained. 

The time of development is kept constantly at 
five minutes, deterioration of solutions being al- 
lowed for by increasing the temperature of the 
solutions each day instead of increasing the devel- 
oping time as is usually done. This method, which 
is possible only when there is good thermostatic 
control of the solution temperature, has resulted 
in more uniform and accurate processing of films. 

In the New York Hospital there is a small sep- 
arate dark room where emergency and particularly 
difficult work may be developed by the technicians 
themselves. For instance, in gall bladder radiog- 
raphy the first film is developed by the technician 
who standardizes the technique and the remainder 
of the films are sent to the main dark room for 
development. Every morning the head technician 
and staff review the radiographs of the previous 
day which are placed side by side on a series of 
illuminators. Any variation of technique is quickly 
noted and the technician responsible is tactfully 
asked for an explanation. This procedure has been 
highly successful, the technician taking a personal 
pride in the work. We have often obtained valuable 
suggestions for improvement from the technicians 
themselves. It has been our experience that poorly 
trained low wage technicians are in the long run 
a source of great expense. 

In conclusion it may be said that no system of 
standardization will work unless it is constantly 
supervised by a roentgenologist who has an inher- 
ent love for and appreciation of good radiography. 





Are Cotton Towels Preferable to 
Paper Towels? 


A large Midwestern hospital which had for many years 
used only paper towels in the public washrooms found itself 
in the fortunate position of having enough income to permit 
the raising of standards. One way of raising standards that 
was considered was the use of cloth towels instead of paper 
towels in the public washrooms. 

To determine the total added annual cost of making this 
change the following data were collected: 

The perpetual inventory card showed the annual consump- 
tion as 624 cases or a total of 2,340,000 individual towels. 
If each person using this service used an average of two 
towels each time he dried his hands this would mean 
1,170,000 service units or an average of 3,205 service units 
per day. 

In order to provide a comparable cloth towel service it 
would then be necessary to purchase a minimum of 6,410 
towels in order to allow for one day laundry service. The 
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actual purchase requirements would, no doubt, be much 
higher than 6,410 in order to allow for peak loads and pos- 
sible delays in the laundry. 

The actual safe minimum purchase requirements were 
calculated at four times the average daily consumption or 
12,820 cloth towels at a cost of 70 cents per dozen or a total 
cost of $747.83. 

Assuming that each towel would stand an average of 150 
trips to the laundry every towel would make one trip to the 
laundry every fourth day and the original purchase of 
towels would be consumed in twenty months. Therefore the 
cost of the cloth towels would be $37.39 per month or $448.68 
per year plus the laundry cost. 

On a contract basis of 2% cents per pound for laundry 
the estimated laundry cost per dozen towels per 150 wash- 
ings would be $3.37. To this figure should be added the 
first cost of 70 cents per dozen, making the total cost of 
$4.07 per dozen towels for 150 trips to the laundry. There- 
fore, the total cost of cloth towels for twenty months would 
be $4.07 multiplied by 106814 dozen or $4,343.84 or $217.19 
per month or $2,606.28 per year. 
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Since the annual paper towel cost consumption was 624 
cases at $2.33 per case or $1,453.92, the cloth towel service 
would cost $1,152.36 more per year. 

These are the cost data but the cost falls far short of the 
whole story. Paper towels are much cheaper if one con- 
siders the cost of the towels only. To the purchase cost must, 
however, be added the added housekeeping cost of keeping 
the washrooms orderly. Paper towels require a large waste 
container in each washroom. Paper towels tend to get on 
the floor, some get kicked into the corridors and some frag- 
ments get down the washbasin drains and cause trouble. 

Cloth towels are nicer and are preferable where one can 
afford them. Unless some device; such as eyelets and a rod or 
chain, is provided to control the towels the loss is heavy. 
When one provides cloth towels and then chains them up 
to prevent stealing some of the values of the finer and more 
expensive service are lost. 

Theoretically both cloth and paper towels are sanitary. 
It is, however, a bit more difficult for an unused paper towel 
to become contaminated. There are, of course, cabinet con- 
tained roller towels but these do not lend themselves to hos- 
pital use. They are perhaps a bit too suggestive of the roller 
towel used down on the farm, and those sad dank roller 
towels they used to issue to the stockroom boys. 

To summarize, this problem resolves itself into a question 
of how much one can afford to spend on towel service for 
the public washroom and the housekeeping costs that are 
incidental to whatever service one supplies. 

Perhaps the real solution for this problem would be the 
installation of warm air hand drying devices which are 
much cheaper to operate than the cost of paper towels and 
never make the washrooms look messy. Incidentally the 
annual cost of paper towels and such other commonplace 
items is frequently more than one would ordinarily expect. 





Student Nursing Costs and Standards 


A few weeks ago a group of hospital administrators was 
discussing the relative costs and forms of student nursing 
service in contrast to graduate nursing service. 

The first administrator said he thought that three student 
nurses were about equal to one graduate in his institution. 

The next said that in his institution each nurse spent two 
two-hour laboratory periods on the floors each day but that 
the service they rendered was just about offset by the cost 
of the time of the graduate nurses which was required for 
the instruction and guidance of the student nurses. Student 
nurses for his institution, therefore, had no financial value. 

The next speaker said that his institution used only a 
few graduate nurses and that student nurses worked eight 
hours each day on the floors in addition to the time spent 
at classes and in study. 

The last administrator to report said that he had made 
an extensive cost study of the relative value of student 
nurses and graduate nurses and that he had found that a 
student was about 73 per cent as valuable as a graduate. 

This is an excellent illustration of the fact that whether 
or not student nurses are costly or comparatively inexpen- 
sive depends entirely upon standards. Obviously, if the stu- 
dent nurses work a full day in addition to their class work 
the cost of nursing will be low. It is also obvious that if the 
student nurses spend most of their time in class and render 
but little service on the floors the cost will tend to be high. 
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Bulk Ether Warning 


There have recently appeared in the various technica’ 
publications numerous references to the possibility 0: 
using bulk ether for anesthesia. The savings to be ef 
fected by the substitution of bulk U. S. P. ether fo: 
specially prepared ether for anesthesia might perhap: 
amount to a few cents per operation. 

For the large city hospital with many operations each 
day and with an adequate staff of skilled technicians to 
check the bulk ether each day for the possible presence 
of aldehydes, peroxides and ketones, the new procedure 
may hold a promise of savings. For the average small hos- 
pital te attempt this new technique however is dangerous. 
The set-up for the safe use of bulk ether is far from 
simple and the technique of daily testing must be meticu- 
lously followed. 

The set-up for the use of bulk U. S. P. ether consists 
of a cylinder of nitrogen, pressure gauge, reducing valve 
and reduced pressure gauge, flow valve and meter, water 
bottles, and connections, in addition to the supply of bulk 
U. S. P. ether, making a sizable financial investment. 

For the average small hospital the risks are entirely 
disproportionate to the possible savings. A single un- 
fortunate result is more vital than any possible savings. 

We have always advocated any measure or device that 
might safely be used to reduce hospital costs. We still 
believe that each possible saving should be carefully ex- 
plored. A considerable mass of clinical evidence in favor 
of the use of bulk ether should be presented before it is 
adopted for widespread use. It will take a long time, 
and the collection of data on a large series of cases, 
before any worth while statistics can be obtained in re- 
gard to the effect of bulk U. S. P. ether on patients. 

Some well known physician anesthetists with wide- 
spread experience still maintain that smali amounts of 
impurities in ether do have a deleterious effect on the 
patient’s recovery, particularly as regards nausea and 
bronchial irritation. 

The medico-legal aspect must not be overlooked. If 
a death occurs almost under any circumstance, when any 
but a recognized anesthetic ether is being used, opinion 
will at once question the ether, and it will probably be 
blamed for the fatality. 

There are many hazards in connection with anesthesia 
when the anesthetics used are of the highest quality. 

One well known anesthetist states that if ether cans 
are to be filled in the hospital from large drums, extraor- 
dinary precautions will have to be taken for the pre- 
vention of fires or explosions, as ether vapor will very 
readily creep along the floor. 

Most of the large hospitals that are making detailed 
studies of the effect of bulk U. S. P. ether on patients 
are not as yet making routine use of this ether, when 
ether is the indicated anesthesia. The prime obligation of 
the hospital is to protect the patient. 





Some Housekeeping Data 


A survey of housekeeping costs in a Midwest hospital of 
300 beds showed the annual cost of cleaning window shades 
to be $499.79. In the same institution in the same year the 
cost of window washing was $1,694.19. The cost of furni- 
ture refinishing was $1,341.03. 
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 F distinguished service New Jersey State Hospital 


awards repeat orders to ca bone a An 


200,000 square feet of Sealex Linoleum— in service 
over five years in the New Jersey State Hospital 
—is proving so entirely satisfactory under every 
hospital condition that New Jersey State Hospital 
has chosen Sealex Veltone Floors for another new 
unit under construction. 

Considered from any angle, Sealex is made-to- 
order for hospital use. This flooring is quiet and 
comfortable underfoot. It is easy to clean but hard to 
wear Out—an unusually economical floor. And its 
bright colorful patterns provide the most practical 
means of adding cheer to any hospital interior. 

Sealex Linoleum is also ideal for hospital remod- 
eling. It goes down right over the present floor 
without costly, time-consuming preparation. 

When Sealex is installed by authorized contractors 
of Bonded Floors, both materials and workmanship 
are backed by a Guaranty Bond. Write for information. 





CONGOLEUM-NAIRN INC., KEARNY, NEW JERSEY Y 


SEALEX Linclewn Alors 
and SEALEX /all—Covering 











These photographs show some of the 200,000 square feet of Serlex Linoleum installed in the New Jersey State Hospital, Holmdel, N. J. 
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Dietetics and Institutional Food Service 
Conducted by Anna E. Botter, Central Free Dispensary at Rush Medical College, Chicago 


Small Economies That Bring 
Large Savings 


By LUCILE WAITE 


Chief Dietitian, Fairmont Hospital of Alameda County, San Leandro, Calif. 


undermine a seemingly efficient organization 
when you study them in a large institution 
such as the hospital in which I am employed. 

We serve meals to approximately 1,200 persons, 
which is a matter of some 3,600 meals a day, with 
an average somewhere between 105,000 and 
106,000 meals monthly. Figuring on the basis of 
105,000 meals a month, a saving of one cent on 
each meal would mean a saving of $1,050 each 
month. 

A dietitian does not often cut her meal costs 
this much if she has been working close to her 
established standard and knows market conditions. 
However, in these days of advancing food prices 
she has to do close figuring to keep her meal costs 
from increasing one or even two cents, and still 
maintain her old standard which, we assume, is 
giving satisfaction. It is a poor policy to reduce 
meal standards because the culinary department 
controls the pulse of any hospital. One poorly 
planned, prepared or served meal will immediately 
cause dissatisfaction throughout the entire organ- 
ization. 

It is therefore of the greatest importance that 
we practice every possible economy in the opera- 
tion of the dietary and culinary departments pro- 
vided that it does not cost more to put this econ- 
omy into effect than is actually saved. Naturally 
each hospital dietary department has its specific 
problems and what would be a saving in one insti- 
tution may be a loss in another. Many small hos- 
pitals would waste time and money practicing 
some pet economy of a large institution. 

For the sake of clarity I shall present some 
little economies that we practice at Fairmont Hos- 
pital under the following headings: (1) the diet 
laboratory; (2) equipment; (3) cost accounts; (4) 
personnel administration. 


I: IS easy to understand why small leaks can 
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In the special diet laboratory we find economy 
in using printed forms for menus and special diets. 
These forms have as much of the routine as pos- 
sible printed on them, such as bacon, eggs, bread, 
butter, milk, cream, coffee, tea, and the amounts 
and variety are added by the dietitian. These 
forms are also colored, blue for diabetic diets and 
yellow for all other specials. Because of the sim- 
plicity in identifying the diet slips much time is 
saved and confusion and mistakes are practically 
eliminated. 


Reducing Diet Laboratory Work 


In writing special diets time is saved, first, by 
using as much of the regular menu food prepared 
in the main kitchen as possible, which of course is 
ordered ahead of time from the chef, and, second, 
by writing a special diet menu from which all spe- 
cial diets are written. This keeps the diet labora- 
tory work down to a minimum by limiting the va- 
rieties of foods prepared. If a second vegetable is 
desired, other than the one prepared in the main 
kitchen, one should be put on the special diet menu 
which can be used for all special diets, even puréed 
for the smooths. It is poor management to give 
one patient one kind of vegetable, a different pa- 
tient another vegetable, and so on until you find 
you are filling your stove with a number of ket- 
tles containing only small portions of food. 

We use uniform figures for diabetic diets as far 
as possible, especially in the amounts of bread, 
butter, bacon, milk and cream. The bread, butter 
and bacon are each cut in uniform servings of a 
given weight by mechanical slicing machines and 
are not weighed each time. The diet maids in the 
ward kitchens have been taught to measure 
amounts of cream and milk for these diets. In this 
way the five articles just mentioned are not han- 
dled in the special diet laboratory but are sent to 
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the ward kitchens in bulk and set up by the maids. 

Until approximately four months ago special 
diet food was transferred from the diet laboratory 
to the ward kitchens in custard cups. It was re- 
heated in these cups and finally served to the pa- 
tient on regular hospital china dishes. With the 
great number of custard cups required by this 
system it is not surprising that the breakage was 
high. In an attempt to reduce this breakage we 
put into use empty No. 1 tins (both tall and flat) 
which had previously been thrown away. They 
are entirely satisfactory and have saved the de- 
partment over $7 a month in breakage. Custard 
cups are now used for baking alone. 

We find that frequent visits by the dietitian to 
the patients tend to create satisfaction. It is im- 
portant for the dietitian in this case to develop 
diplomacy and an attractive personality. The pa- 
tient should be asked to name the foods he likes. 
No mention should be made of dislikes. The dieti- 
tian should sell herself. Some dietitians can feed 
anybody anything while others create a feeling 
that “even if it were good I wouldn’t like it.” An 
understanding of the psychology of color, beauty 
and personality plays an important part in this 
business of feeding the sick. 

In speaking of equipment it must not be for- 
gotten that good tools make better workmen, and 
it is imperative that all tools be in good working 
condition. It is a good idea to assign the operation 
of mechanical devices to certain individuals in the 
kitchen so that they may be held responsible in 
this connection. If responsibility is divided, inter- 
est for the welfare of the machinery is not so keen 
because the blame cannot be pinned upon any one 
person. 


Labor Saving Equipment Is Economical 


Labor saving and money saving devices are not 
always expensive pieces of equipment. Little but- 
ter slicers, for example, which cut an entire two- 
pound roll of butter with one motion cost but 
$1.50. By the use of such a cutter, not only is 
time saved but waste because of uneven and 
broken slices is eliminated. These slicers may be 
purchased in sizes to cut from thirty-two to fifty- 
two pieces of butter per pound, and even four 
extra slices to every two-pound roll would mean a 
substantial saving at the end of a month. We find 
it practical to use a more expensive butter cutter 
because we cut an average of 2,800 pounds of 
butter monthly. 

Mechanical bread slicers are also advantageous. 
We find that with a good machine we can get two 
extra slices of bread per pound, a saving in our 
case of sixty-five pounds a day. At five cents a 
pound this would mean an actual cash saving of 
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$97.50 monthly. Cold meat may also be cut on this 
machine with the result that thin uniform slices 
make a pound of meat go further than the same 
amount cut by hand. 

Automatic ice cream dippers are used in our 
department for serving mashed potatoes, dressing 
and vegetables, as well as ice cream and puddings. 
These may be purchased in sizes which serve from 
six to forty per quart and they ensure not only 
uniform servings but also more attractive ones. 
You will find that small attractive helpings are 
more desirable than large unappetizing ones. 


How Accounts Are Kept 


There is decided economy in keeping cost ac- 
counts and it is well to remember that the weigh- 
ing of values contributes to growth and wisdom in 
future decisions. We tabulate all canned and per- 
ishable foods as to quality, unit cost and cost per 
serving. These records not only help us to keep 
within the limits of our budget but facilitate intel- 
ligent purchasing. 

A monthly financial report of the entire expend- 
itures of the department, made out with as much 
detail as possible, is highly recommended. Irregu- 
larities of expenditure may be traced immediately 
by this system and it is our policy to show the 
figures of the past month on the current report 
for the purpose of comparison. A record of this 
kind, although it may appear to be complicated, 
may readily be compiled from the main office 
ledger by the dietitian or by her assistant. The 
figures may then be conveniently averaged and 
recorded annually, being incorporated in a report 
which also includes such things as percentage 
labor turnover, number of days lost because of ill- 
ness, number of days given for vacations and a 
general summary of the work and accomplish- 
ments of the department for the year. 

Economy in personnel administration is noted 
by the willingness to work hard and the interest 
shown when employees see the balance sheet. 
There will be a reduction in unit costs as soon as 
your employees are taken into your confidence and 
feel the importance of their position as part of the 
scheme which makes up the whole organization. 

A person cannot be interested in something 
about which he knows nothing and talking is not 
always the most effective means of presenting in- 
formation. We have found that graphic charts 
have a real value in reaching the employee. They 
challenge his spirit in competition and show his 
efforts pictorially. Charts may be posted in the 
kitchen showing fuel and water consumption, dish 
breakage and meal costs. When these records drop 
the employees should be complimented and when 
they rise the employees should be questioned. It 
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is always wise to look for the reason behind any 
change, whether up or down. 

Monthly departmental meetings are valuable 
means by which the department head may learn 
the way her people think. They also offer an op- 
portunity for the employees to know each other 
better, to know the department head and to un- 
derstand the policies of the organization. Although 
they should be informal they must be conducted 
in a businesslike manner and must be interesting 
enough to stimulate discussion and encourage the 
asking of questions. All questions should be 
clearly and truthfully answered because an em- 
ployee is entitled to know the reason behind poli- 
cies and regulations. If employees feel that they 
have been taken into the confidence of the adminis- 
tration they will be more loyal and much more 
interested in the welfare of the organization. 


It is a good policy to read the monthly financial 
report at these meetings and to discuss the impor- 


tant items, such as dish replacement cost, cost of 
paper napkins, cleaning supplies and foodstuffs in 
general. Orders and new rules that affect the em- 
ployees as a group should be given at a meeting 
of this kind so that there will be no misunder- 
standing by individuals regarding them. We have 
obtained satisfactory results by inviting all de- 
partment heads to meet with the culinary em- 
ployees and to present a brief outline of the work 
and aims of their respective departments. They 
may also answer questions and in this way over- 
come many doubts and misunderstandings. 


In directing employees it is well to be clear and 
specific at all times. One may be positive yet in- 
spirational in one’s leadership and be more suc- 
cessful than a dynamically positive person who 
drives her help. In handling employees we soon 
learn that we are not managing machinery but 
human beings who think and possess emotions. If 
you can stimulate them to take pride in their work 

and inspire them to play this game 





No. 9—Nutty Salad 














of life squarely you need not worry, 
you will be rewarded by the im- 
proved quality of their work. 

All orders should be written. An 
efficient means of producing a 
smooth-running department is to 
post on the wall a working sched- 
ule for each employee. These sched- 
ules should give the exact hours on 
nT duty, the day off and the routine 

e duties of the position numerically 
2a listed, the time being given for each 
- duty if possible. If the work differs 
each day, as a porter’s work will, 
list the duties for each day. This 
ik a method not only saves arguments 
was in the kitchen regarding “who is to 

do what,” but also saves time in 
training new employees. At the 
bottom of each schedule it is well to 
add this sentence, “Any additional 
work as directed by the chef or 
dietitian.” 


By Arnold 
Shircliffe* 





Lettuce 
Cottage Cheese 
Sliced Nuts 


Dates 
Cream Cheese 
Red and Green Peppers 


An up-to-date card file of both 
past and present employees, the use 
of uniform application for employ- 
ment blanks, a daily or weekly gar- 


N A base of lettuce place a small amount of cottage cheese 

and sprinkle cheese with sliced nuts and chopped red and 

green peppers. Garnish top of salad with four fresh dates, 

which have been previously stuffed with cream cheese and 
topped with nuts. Serve with a good French dressing. 

This is a nutty concoction yet nutritious. It looks expensive 

yet is quite economical. On account of this latter fact it should 


bage survey, the sale of garbage for 
hog feed, a system of broken dish 
exchange, a method of salvaging 
and selling fruit and vegetable 
crates, the making of soap from 


be served on the first of April. 


waste fat are a few more hints 








*Author of the Edgewater Beach Salad Book. 
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which might be adopted as a saving 
by a department that does not al- 
ready practice them. 
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trouble 


No director of diets needs to be told that 
wheat, eggs, and milk are the three most common offenders 
among foods which cause disturbances. Certainly they are 
the most difficult to eliminate completely because they are 
so widely used as ingredients in many common foods. 

For instance, how many patients can be expected 
to know that rye bread contains wheat—that egg white is 
used in making many baking powders—or that oleomar- 
garines are often churned in milk? 


Realizing the many difficulties confronted in such 
diets—we have, with the help of specialists in food allergies 
and dietetics, compiled a booklet of diet lists. This booklet, 
which has been highly complimented by members of the 
medical profession, gives complete lists of allowed and for- 
bidden foods for patients sensitive to wheat, milk, eggs, or 
a combination of all three. Copies of this booklet for distri- 
bution among your patients will be sent without charge. 


When you examine this booklet you will find 
Ry-Krisp recommended frequently in the approved menus. 
These wafers are perfectly safe—because 
they’re simply flaked whole rye, salt and 





water. Moreover they’re so delicious that eee eg 
patients welcome them at any meal. Use nities 
the coupon below for samples of Ry- gr 


Krisp Whole Rye Wafers and Allergy 
Diet Booklets. 


RALSTON PURINA COMPANY, Dept. MH 
265 Checkerboard Square, St. Louis, Mo. 





Without obligation, please send me samples of Ry-Krisp ateoten cine | 
and Allergy Diet Booklets. : —— 


Name.. 


|S EE ate ree ee eR eae Rae ; City sta 
(This offer limited to residents of the United States and Canada) 
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Food Poisoning —What May Cause It 
and What May Prevent It 


By HARLEY A. HAYNES, MLD. 


Director, University Hospital, Ann Arbor, Mich. 


is of constant concern to those responsible 

for the feeding of large groups. In this hos- 
pital approximately 5,000 meals are served daily 
and it has been a source of pride to us that we have 
been free from such outbreaks — until Sunday 
evening, October 28, 1934. 

The evening meal was served from 5 to 6 p.m. 
to 335 members of the hospital staff. These in- 
cluded nurses, interns and dietitians. Of this group, 
many began to show signs of nausea and vomiting 
within about three hours after partaking of the 
food. A total of 231 showed some form of com- 
plaint. Several reported for duty that very evening 
while many reported for duty the next morning. 
The symptoms of those who were acutely ill, were 
nausea, vomiting, diarrhea and griping pain in the 
abdomen. In some cases the vomitus and stools 
were blood streaked. In about 3 days almost all 
were back on duty. Three remained under clinical 
care 5 days; one, 6 days; one, 7 days and two, 14 
days. Of this latter group, six had concurrent dis- 
turbances unrelated to food poisoning. 

An investigation was immediately instituted 
under my direction with a view of establishing the 
nature and cause of this outbreak. 

From the beginning of the outbreak one food 
on the menu of the evening meal of October 28 was 
suspected as the causative agent of the symptoms. 
This was the chicken salad. Chicken used in the 
preparation of this salad was cooked and deboned 
on the previous day and kept in the refrigerator 
overnight. On the morning of the twenty-eighth 
the chicken was cut and diced and used in the 
preparation of creamed chicken which was 
steamed and served to the hospital patients for 
their noon meal. No patient reported illness fol- 
lowing this meal. The remaining diced chicken 
was served in the form of salad to members of the 
hospital staff for their evening meal. Of the other 


Tis possibility of food poisoning outbreaks 


1This investigation was carried out by a committee, which consisted 
of the following personnel: Dr. A. C. Kerlikowske, chief resident phy- 
sician, Mabel MacLachlan, chief dietitian, Marion Durell, superintend- 
ent of nurses, Dr. C. L. Brown, in charge of the clinical care of those 
who showed disturbances, and Dr. R. L. Kahn, chief of the clinical 
laboratories. I should like to express my appreciation to the members 
of the committee and to the other members of the hospital staff who 
have given splendid cooperation in the work of carrying out this 
investigation. 
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foods served the staff that evening, the bread and 


- butter as well as the dessert were the same as those 


served to the hospital patients. The potatoes served 
also did not seem to have caused the outbreak, in 
view of their constant use without ill effects. Ripe 
and green olives were served that evening which 
evidently required study. ; 

The rapid onset of the symptoms of those who 
ate the evening meal suggested that we were deal- 
ing with a bacterial toxin present in the food. If 
the disturbance were due entirely to bacteria and 
not to a toxin it would seem reasonable to expect 
that some incubation period, let us say ten hours, 
would be required in most cases for the organisms 
to gain a sufficient foothold in the intestinal tract 
to produce symptoms. Furthermore, after symp- 
toms had set in they would have been likely to con- 
tinue after the subsidence of the acute attack, since 
the same organisms would show a tendency to 
adhere to the intestinal mucosa and continue their 
damage. 

The comparatively rapid recovery of those who 
ate the evening meal when the attacks of vomiting 
and diarrhea came to an end, suggested that as 
soon as the toxin was eliminated the causative 
agent of the vomiting and diarrhea was eliminated. 
It is not assumed that no organisms that Sroduced 
the toxin were taken with the food. It would ap- 
pear, however, that they played an unimportant 
role in causing the symptoms. 


Source of the Bacterial Toxin 


A consideration of food poisoning brings to mind 
at once three relatively common groups of organ- 
isms: the:botulinus group, the Salmonella enteri- 
tidis, belonging to the paratyphoid group of 
organisms, and the Staphylococci. The botulinus 
group was ruled out early in this outbreak because 
of the rapidity and nature of the symptoms exhib- 
ited. Symptoms of botulism begin to set in usually 
from about twelve hours to several days after par- 
taking of the food. There were, furthermore, no 
indications in our patients of double vision, ptosis 
of lids and other nervous symptoms common in 
botulism. It appeared therefore that the outbreak 
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New FOOD VALUES revealed 


in New Bulletins—FREE! 


Results of three years of SCIENTIFIC RESEARCH 











HERE IS SUMMARY OF THE 
MOST RECENT RESEARCH 
ON CALIFORNIA PRUNES 


1. PRUNES NOW KNOWN TO 
CONTAIN AN ACTIVE LAXATIVE 
AGENT in eddition to THE SMOOTH 
BULK THEY PROVIDE. No other 
fruit or food, including all those supply- 
ing roughage, is now known to possess 
the principle present in California 
Prunes. This substance makes them 
doubly effective in stimulating intestinal 
action. 


2. PRUNES DO NOT AFFECT THE 
ALKALI RESERVE OF THE 
BLOOD. As much as 200 grams (18 
prunes) per day in the usual diet does not 
significantly affect either COs combin- 
ing power of blood plasma or hydro- 
gen ion concentration of the urine. The 
potential alkalinity of the ash of prunes 
is 24.4 (cc. normal acid per 100 grams of 
prune flesh). 


3. PRUNES CONTAIN IMPOR- 
TANT VITAMINS IN SIGNIFI- 
CANT QUANTITIES. California 
Prunes (as sold ) are an excellent source of 
vitamin A (500 Sherman units per ounce 
of flesh); good source of vitamin B (22 
Sherman units); and an excellent source 
of vitamin G (80 Sherman units). 


4. PRUNES CONTAIN ESSENTIAL 
MINERALS. Considerable amounts of 
mineral elements are contained in Califor- 
nia Prunes, including calcium, potassium, 
phosphorus, sodium, iron, magnesium, 
manganese, copper, chlorine and sulphur. 


5. PRUNES ARE RICH IN IRON 
AND COPPER. It has been determined 
(according to controlled animal study) that 
prunes are among the outstanding fruits 
highest in iron and copper content, and 
are acquiring increasing importance in the 
dietary because of these two valuable 
elements. 


6. PRUNES HAVE HIGH FOOD 
ENERGY VALUE. California Prunes 
are an excellent source of quickly avail- 
able food energy owing to their high 
content of assimilable sugars. These 
sugars, being monosaccharides, quickly 
provide food energy for relieving fatigue 
due to lack of energy food or to excessive 
demands upon stored energy. 


(A bulletin, **The Nutritive Values of 
California Prunes,” describes the above 
program in greater detail. A copy will be 
gladly furnished on request. (See coupon.) 

















on PRUNES now available! 


AMERICAN 
MEDICAL 
ASSN 


NanPoods, 


As a result of a three-year program of 
scientific laboratory tests conducted in 
several American universities, California 
Prunes are now revealed as a source of 
hitherto unknown food values. (Sum- 
marized for easy reading in the panel at 
the left.) 


The important results of this research 
are now available in the following bulle- 
tins and will be sent free on request to 
nurses, doctors, dietitians and others con- 
nected in a professional capacity with 
recognized institutions. Merely check the 
material you desire in the coupon below. 


Nutritive Vatues Reveatep! A complete and 
authoritative record of the experiments and results 
of the recent investigation are described in the new 
bulletin, ““The Nutritive Values of Prunes.” 
Prunes assume a new importance in the dietary in 
the light of these new discoveries in food values! 


PracticaL Dirt MareriAt! Based on the recently 
discovered nutritional values in prunes, this manual 
gives full information on newer and wider uses of 
prunes in specific diets. 


Als To Meat Pranninc! As an aid to hospital 
dietitians, stewards, supervisors and others having 
to do with the planning of patients’ meals, a booklet 
of Quantity Recipes is offered. These recipes will 
be a great aid in economical meal planning. 


Unusuat Ways oF Servinc Prunes! In conjunction 
with the research on food values that has been 
recently completed, a booklet has been prepared 
containing twenty-nine recipes describing new and 
unusual ways of preparing and serving prunes. 
This will be forwarded on request. 


We will send any or all of these book- 
lets free. Merely indicate in the coupon 
the material you wish. Meanwhile try 
the suggested new recip2 below. You will 
be delighted with the tastiness given to 
this pudding by the rich flavor of tendzr 
California Prunes. 


A Suggestion: Prune Layer Pudding 


(Serves 100) 


414 quarts cooked prunes 
11% quarts liquid in which prunes were cooked 
114 quarts water 
114 pints granulated sugar 
3 teaspoons grated lemon rind 
4 tablespoons lemon juice 


11% teaspoons salt 


Pit prunes and put through food chopper, using 
medium knife. Combine with prune liquid, water, 
11% pints granulated sugar, lemon rind, !emon 
juice, and salt, and heat to boiling. Add 14 table- 
spoons gelatin moistened in cold water and stir until 
dissolved. Add nut kernels and mix. Pour into a 


14 tablespoons granulated gelatin 
11% quarts walnut kernels 
NS 
11% quarts milk 
6 tablespoons granulated gelatin for milk 
114 quarts whipping cream 
12 tablespoons granulated sugar 


2 tablespoons vanilla 


shallow pan (mixture should be about 1-inch thick). 
Let stand until firm. Scald milk, add 6 tablespoons 
gelatin moistened in cold water and stir until 
dissolved. Whip cream until very thick; whip 
sugar, chilled milk and vanilla into cream, spread 
over prunes and chill. To serve, cut into squares. 





[ ] Bulletin on The Nutritive Values of California Prunes. 
{ ] New California Prune Diet Manual. 
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UNITED PRUNE GROWERS OF CALIFORNIA, DEPT. 3-MH-5, 343 Sansome Street, San Francisco, California 
Please send me, free, the material listed below which I have checked: 


[ ] Booklet describing New Ways to Serve California Prunes. 


[ ] California Prune Recipes for Multiple Servings. 
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might be due either to members of the paratyphoid 
group or to Staphylococci. 

A bacteriologic study was made of the following 
foods served Sunday, both at lunch and at dinner: 
olives, tomato aspic, creamed chicken, sliced 
chicken, chicken salad and also uncooked chicken 
liver. Hemolytic Staphylococci were found in large 
numbers in the sliced chicken and chicken salad 
and no members of the paratyphoid group were 
found. 


Features of Staphylococcic Food Poisoning 


Most food poisoning outbreaks reported by 
European workers incriminate organisms of the 
paratyphoid group. A considerable number of out- 
breaks reported in this country appear to be due 
to Staphylococci. These organisms, producing 
toxins in foods, are usually of the aureus variety 
and are hemolytic. Jordan, at the University of 
Chicago, recently reported (Jour. Am. Med. Ass’n 
97 :1704, 1931) six instances of food poisoning due 
to Staphylococci, and, in addition, four instances 
that were most likely due to these organisms. 

Outstanding features of staphylococcic food 
poisoning are: 

1. Marked rapidity of onset of symptoms. Often 
nausea, vomiting and diarrhea will set in only a 
few hours after the partaking of food. The onset 
of symptoms resulting from food poisoning by the 
paratyphoid group is generally delayed for about 
twenty hours. Considerable variations as to the 
time of onset are observed in both types of food 
poisoning, but usually the symptoms appear more 
rapidly in the case of the staphylococcic food poi- 
soning. 

2. High susceptibility of human beings to 
staphylococcic toxin and apparent lack of suscepti- 
bility of lower animals, including monkeys, to this 
toxin. 

3. Lack of fatalities reported as a result of this 
form of food poisoning. In the case of the Sal- 
monella group of organisms, the mortality result- 
ing from food poisoning is from 1 to 2 per cent. 

4, Apparent lack of a specific Staphylococcus 
that is responsible for food poisoning. Both albus 
and aureus types have been found in connection 
with such outbreaks, although most commonly, 
hemolytic Staphylococcus aureus is the incrimi- 
nated organism. Whether or not all hemolytic 
Staphylococci of the aureus type are toxin pro- 
ducers in food is not known. 

In the outbreak of October 28 three facts sug- 
gest that Staphylococci were the offending organ- 
isms: (1) the presence of hemolytic Staphylococci 
in the cooked chicken; (2) the rapid onset of 
symptoms, after partaking of the food; (3) the 
absence of fatalities. 
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The following additional bacteriologic studies 
were carried out: 

1. Guinea pigs were inoculated with saline fil- 
trates of ground samples of the suspected foods 
and also of raw chicken liver. The former gave 
no reaction. The latter caused death but so also 
did raw beef liver. 

2. Bacteriologic studies of nine diarrheal stools 
of those suffering from the disturbance revealed 
neither paratyphoid organisms nor Staphylococci. 
One staff member who suffered from this dis- 
turbance, however, after recovery returned to the 
hospital a week later with symptoms of diarrhea 
and with large numbers of hemolytic Staphylo- 
coccus aureus in his stools. 

3. Bacteriologic studies of the hospital kitchen 
revealed that it was in splendid sanitary shape. 
Studies of food handlers and others not connected 
with the kitchen revealed that hemolytic Staphy- 
lococci are common inhabitants under the finger- 
nails. No members of the paratyphoid group of 
organisms were found in any instance and there- 
fore no attempt was made to search for them in 
the stools of the kitchen personnel. 

4. Bacteriologic studies of chicken salad, pre- 
pared under conditions similar to those of the orig- 
inal salad, revealed in several instances the pres- 
ence of hemolytic Staphylococcus aureus, but in no 
instance members of the paratyphoid group. 

5. From the same lot of raw chicken originally 
used in the preparation of the chicken salad sam- 
ples were cooked and eaten by three persons with- 
out ill effects. The hypothesis that the raw 
chicken might have been “spoiled’’ was therefore 
ruled out. 

6. Anaerobic cultures from suspected foods re- 
vealed the presence of B. welchii in practically all 
cases. It is questionable, however, whether this 
organism can be associated with the food dis- 
turbance. 

7. Staphylococcic toxin broth made with Sta- 
phylocci found in the salad served October 28 was 
inoculated intravenously in rabbits. None of the 
rabbits died from the broth that had been incu- 
bated for forty-eight hours, but a similar broth 
incubated seven days proved more toxic, 15 cc. 
causing death and 10 cc. prostration. There seems 
to be a difference of opinion among authorities as 
to the toxic action of such a filtrate in rabbits. 


Epidemiologic Considerations 


Assuming that we are dealing in all probability 
with the hemolytic Staphylococcus aureus as the 
causative agent of the disturbance of October 28, 
there still remain several questions to be an- 
swered. For example, of the 335 staff members 
who ate the chicken salad, why did only 231 show 
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Miss Gladys Cavanagh, Chief of Dietetics 
of the Park East Hospital, New York City, 
says: “For a large number of our patients 
the doctors order a soft or liquid diet. In f as, 
these cases I find that plain, unflavored gela- zp: a Bi " MISS MARY REVELL, 
tine comes in so handy in the preparation of ANE i Dietitian 
meals. I use gelatine in broths, consommes, 
soups and salads, and find that it helps add 
variety and nourishment to the regular 
regimen.” 








THE PARK EAST HOSPITAL, 
New York City 


Here is one of Miss Cavanagh's favorite salad recipes: 
JELLIED CRAB MEAT SALAD 


® To one tablespoon granulated gelatine add one-fourth cupful cold water—let stand five minutes 
—add one and one-half cupfuls hot chicken broth and stir until dissolved. Cool. When it begins 
to thicken add one-half cupful diced celery, one-half cupful peas, one cupful crab meat and two 
tablespoonfuls chopped olives—mix thoroughly. Fill cold wet individual molds and chill. Serve on 
lettuce with mayonnaise. 


Gelatine may be used freely in liquid or soft diets Knox Gelatine contains no carbohydrates, and may 
because it is one of the most easily assimilated forms be flavored to suit individual needs. It is a valuable 
of protein. Be sure to use a pure U.S.P. gelatine or adjunct in the feeding of convalescent, tubercular, 
better. Knox Gelatine is free from all pathogenic post-operative, diabetic, and chronically ill cases, 
gas, or acid-forming bacteria. It is as carefully made and of patients to whom high protein diet is de- 
and supervised as an ampule solution. sirable. 


PREFERRED BY HOSPITAL AUTHORITIES 


KNOX GELATINE LABORATORIES, 465 Knox Avenue, Johnstown, N. Y. 
Please send me FREE your booklets, ‘Feeding Sick Patients”, ‘Feeding Diabetic Patients” and “Reducing Diets”. 





Name a 


Address 
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symptoms of illness? Were one-third of the staff 
immune to the staphylococcic toxin? All indica- 
tions are that no immunity exists to staphylococcic 
toxin connected with food poisoning. Further- 
more, what are the conditions that caused the 
Staphylococci to get into the food and produce the 
toxin? To answer these questions, it will be nec- 
essary to trace the various steps from the time 
when the chicken was cooked on Saturday until it 
was served as salad Sunday evening. 


How the Food Was Handled 


As reported by Miss MacLachlan, the chief die- 
titian, 350 pounds of fowl cut in halves were de- 
livered to the main kitchen at 10 a.m., October 27. 
The cooking was completed at 1:30 p.m., the broth 
run off and replaced with cold water to hasten the 
cooling of the cooked chicken. Two men picked 
the chicken from the bones. The deboned chicken 
was placed in two nine-gallon kettles and kept at 
room temperature until 5 p.m. to permit cooling, 
after which it was placed in the refrigerator (44° 
to 48° F.). 

About 9 a.m. the next morning the chicken was 
taken out of the ice box and was cut and diced. 
This took about one hour. A portion of the diced 
chicken was used for the preparation of creamed 
chicken. This was steamed for fifteen minutes at 
5 pounds pressure before serving for the noon 
meal. The chicken for the salad was ready for the 
salad man at 10 a.m. He added the diced celery 
and green peppers to the chicken and put it in the 
refrigerator at 10:15. This was taken out of the 
refrigerator at 3 p.m. The chicken was then mixed 
with freshly prepared mayonnaise and was divided 
into two lots. One lot of salad consisting of 3.5 
gallons was sent to the staff kitchen, and the other 
lot, of 12 gallons, was sent to the nurses’ cafeteria. 
The kettle of salad sent to the staff kitchen was 
placed immediately in a refrigerator, and the one 
sent to the nurses’ cafeteria was left in the pantry. 

It would appear from this outline that the 
chicken was exposed on three different occasions 
to room temperature, and it is probable that the 
Staphylococci gained a foothold during this ex- 
posure. In addition, in view of the large quantity 
of chicken used, it is likely that even when kept in 
the refrigerator, the cold did not permeate the 
central portion of the food for many hours, thus 
permitting bacterial growth to continue in that 
portion. This explanation helps to make clear why 
some persons showed marked symptoms and 
others, light or no symptoms. The extent of the 
symptoms undoubtedly depended on the amount 
of toxin present in the particular portion of salad 
eaten. 

There is another aspect to the exposure of 
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chicken as compared with exposure of, let us say, 
cuts of beef to bacteria. Deboned chicken consists 
of small pieces. The surface exposure is thus rela- 
tively large, which in turn is likely to enhance bac- 
terial contamination. It may be, indeed, that 
chicken furnishes a more favorable medium for 
bacterial growth than other meats. 

Of interest is the fact that the creamed chicken 
served to the patients at noon was evidently free 
from staphylococcic toxin, as none of the patients 
suffered from symptoms of food poisoning. It may 
be that no organisms gained a foothold in this lot 
of chicken or that the steaming under 5 pounds 
pressure destroyed any toxin that might have 
been present. The effect of heat on staphylococcic 
toxin is not fully established. There is little ques- 
tion, however, that heating under pressure would 
markedly reduce the potency of this toxin. 

As to the conditions that enable Staphylococci 
to get into food, it would seem that these condi- 
tions are almost unavoidable. Staphylococci are 
apparently common inhabitants under our finger 
nails and are practically ever present on the skin. 
These organisms are therefore bound to land on 
food. Yet their numbers can undoubtedly be re- 
duced to a minimum. 


Cleanliness Must Be the Watchword 


Food handlers must fully appreciate that the 
health of large groups of people may be affected 
should they permit lapses in personal cleanliness. 
It is believed desirable to have available within 
the kitchen a specially constructed washstand 
with fluid soap and other essentials for thorough 
cleansing of the hands, with the regulation that 
all workers must scrub their hands at this wash- 
stand before they begin to handle food. A wash- 
stand of this type should help to establish the 
habit of thorough hand cleansing among food 
handlers and should bring to light the isolated 
food handler who is prone to be careless with re- 
gard to cleanliness. Recognizing that such care- 
lessness might lead to food disturbances, the food 
handlers themselves would be led to discipline 
one another in this respect. 

Next in importance to reducing the numbers of 
Staphylococci in food to a minimum, is to prevent 
their growth in food. This step can be accom- 
plished by the proper refrigeration of perishable 
food in adequately controlled refrigerators. When, 
for example, a large bulk of food is to be refriger- 
ated, it should be divided into portions small 
enough to assure rapid chilling. The placing of a 
large quantity of food in one container in the re- 
frigerator might mean that it will take hours be- 
fore the cold will permeate the central portion, 
thus allowing bacterial growth. 
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Every Improvement 


on the 


NEW GARLAND 


FULLY AUTOMATIC GAS RANGE 






IN OVER ONE HUNDRED 
HOSPITALS WHERE THE 


New, Fully Automatic 


GARLAND 


HAS RECENTLY BEEN 
INSTALLED 


the economic worth of the features 
of the new Garland are definitely 
proving their efficiency by lower- 
ing operating cost. 


Above: 


New Garland Fully Automatic Gas 
Range recently installed at the 
Wills Eye Hospital, Philadelphia, 
Pennsylvania. 


cAt Right: 


New Garland Fully Automatic Gas 
Range recently installed at the 
Convent of the Sacred Heart, Chi- 
cago, Illinois. 


Gas is the ideal 
fuel... and at its 
best when used with 
Garland Heavy Duty 
appliances. 


cleanliness and 
lower operating 
costs! 


AVER since the new 
FULLY AUTOMATIC 
Garland range was 
announced, manag- 
ers and staffs of hospitals have 
shown keen interest in the re- 
markable money saving fea- 
tures which have been incor- 
porated in this superlative 
cooking unit. 

Not since the introduction of 
the insulated overs have there 
been such major improvements as are now to be found devel- 
oped in this new fully automatic Garland . . . improvements that 
are designed to create greater economy in kitchen management 
.. . greater efficiency in kitchen routine. 

The new Garland cooking top is now equipped with two Robert- 
shaw heat controls, affording automatic temperature regulation on 
top of the range where 75% of the cooking is done. 

All it is necessary to do is to set the controls at the tempera- 
tures desired. No worry whether the flame is too low or too high 
and, what is more important, no gas is wasted. Savings of 35% 
in operating cost are not uncommon. 

Other remarkable improvements are Robertshaw oven heat con- 
trol; the new Garland oven burner and shield that controls the sec- 
ondary air to the burner, making for greater efficiency and economy; 
better oven insulation; redesigned throughout to insure easier 
cleaning and better performance. 





The savings effected through the operation of the new 
Garland will soon pay for its cost. Write us at once for 
complete details. 


DETROIT-MICHIGAN STOVE CoO. 
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By HELEN B. ANDERSON 


Head Dietitian, The Scripps Metabolic Clinic, La Jolla, San Diego, Calif. 


April Breaktast and Supper Menus 









































oast 


Soup 


BREAKFAST SUPPER 
Day ; Fruit Main Dish Appetizer or Soup Main Dish Potatoes or Substitute Vegetable or Salad Dessert 
1. Apricots Scrambled Egg With Cream of Tomato Meat Loaf, Sweet Potatoes Cranberry Salad Caramel Cake 
Bacon Soup Mushroom Sauce 
2. Grapefruit Creamed Chipped Beef] Cheese-Olive Rich Clam Chowder Carrots, Pineapple 
anapé Parsley Butter 
3. Applesauce Baked Egg in Lamb Broth Creamed Chicken Green Vegetable Spiced Peaches 
Tomato Sauce on Biscuit Salad 
4. Orange Codfish Balls Stuffed Celery Hot Roast Beef Baked Winter Caramel Custard 
Sandwich Squash 
5 Prunes French Omelet Tomato Consommé Asparagus, Cheese Toast Points Avocado Salad Green Gage on 
Sauce With Bacon 
6. Grapefruit Juice Creamed Ham Oyster Cocktail Stuffed Pepper Baked Potatoes Harvard Beets Applesauce 
7. Rhubarb Poached Egg on Cream of Spinach Cheese Soufflé Lima Beans Waldorf Salad Fruit Gelatin 




























































































Swedish 





Soup 


French Dressing 


8. Orange Juice Potato Cheese Puff Minestrone Soup Creamed Crab Noodle Ring Lettuce Salad Grapefruit 
9. Baked Apple Small Pork Sausage Gingerale Cocktail Baked Stuffed Creamed Hominy Shrimp Salad Figs an 
Tomato 
10. Pineapple Juice Creamed Finnan Avocado Cocktail Corn Custard Grated Carrot Baked Pears ———- 
Haddie Salad 
11. Figs Small Hamburg Bal!s,| Mint Aspic Lamb Chops Rice Bread Celery and Olives Prune Whip - 
Brown Sauce 
12. Tomato Juice Soft Cooked Eggs Clam Bisque Macaroni and Lime Gelatin With Melba Peaches , a 
eese Cucumber 
13. Stewed Raisins Broiled Ham Gaye _— Jellied Tongue Peas in Cream Jelly Roll ais 
unc 
14. Orange French Toast Cream of Celery Sardines Stuffed Potatoes Pear and Cottage Ice Box Cookies a 
Soup Cheese Salad 
15. Cooked Fresh Dates Smothered Kidney Chicken Sou Ham Timbales Gingerale Fruit Cheese and a 
With Bacon With Noodles Salad Crackers 
16. Grapefruit and Egg Cutlet With Bouillon With Casserole of Red Cherry Gingerbread 
Orange Juice Toast Points Barley Belgian Hare Salad 
17. Baked Banana Kippered Herring Cream Cheese Corn With Deviled Egg Pears 
Triangles Pimiento Sala 
18. Compote of Dried Scrambled Brains Hot Tomato Juice Scallops Potato Puff Asparagus Salad Fruit Syllabub 
Fruits 
19. Fried Apples Creamed Mushrooms Vegetable Soup Spinach Soufflé Orange Coconut Apricots 
on Toast Salad 
20. Prune Juice Tomato Omelet Italian Lettuce Escalloped Oysters op Surprise Sour Cream 
Soup Sala Cookies 
21. Strawberries Waffles Roquefort Canapé Creamed Rice Ring Cooked Fruit Sponge Cake 
Sweetbreads Salad 
22. Green Gage Plums Parsley Creamed Cream of Pea Soup Meat Croquettes Mushroom Sauce Escalloped Deep Apple Pie 
Eggs Tomatoes 
23. Baked Apples Puffy Omelet Mushroom Bisque Chicken Salad Baked Yams Damson Plums 
24. Grapefruit Corned Beef Hash Fruit Soup Celery and Banana Sandwich Caramel Cookies 
Tuna Soufflé Salad 
25. Baked Pear French Pancake Cream of Corn Mock Birds Dressing Molded Beet Fruit Salpicon 
Soup Salad 
26. Orange and Dates Coddled Eggs Grapejuice Polenta, Artichoke Cinnamon Apples 
Cocktail Tomato Sauce Heart Salad 
27. Fresh Pineapple Pork Sausage, Consommé Royal Chop Suey Rice Orange Marmalade 
Country Gravy take 
28. Cantaloupe Broiled Bacon Assorted Cold Meats Potatoes au Gratin Tomato Perfection Royal Ann 
Salad Cherries 
29. Damson Plum Sauce Poached Egg, Cheese Spring Fruit Toasted Turkey Romaine Salad, _ Lemon Sponge 
Sauce Cocktail Sandwich Russian Dressing 
30. Tomato Juice Calves’ Liver, Cream of Potato Salmon Loaf Egg Sauce Grapefruit, Raspberries 


—— 





—— 








*Cereals, breads and beverages are omitted from the breakfast menus because of space limitations. Recipes for any of the 
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foregoing dishes will be supplied on request by Anna E. Boller, Central Free Dispensary, Rush Medical College, Chicago. 
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® For each serving place three canned apricot halves in a lettuce cup. 
Top generously with ‘‘Philadelphia’’ Brand Cream Cheese that has 
been softened with a little milk and pressed through a pastry tube. 
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Make it with 
_—| THE CREAM CHEESE 
gi THAT’S 
Kies 
~_| GUARANTEED FRESH! 
4 @ You're sure of getting cream cheese with a fresh, 
ee: delicate flavor when you order *‘Philadelphia’’ Brand. 
For there’s a Kraft plant that makes this famous cream 
ae cheese not more than twenty-four hours away from 
1b every city hospital. The new-made cheese is shipped 
—. every day. Kraft guarantees its freshness! 
As a still further safeguard for freshness, Kraft 
eee wraps this creamy-white cheese only in three ounce 
silver-foil packages. Convenient, they also eliminate 
— waste from cutting and spoilage. 
The genuine ‘‘Philadelphia’’ Brand Cream Cheese 
——— is made only by Kraft. 
Pie 
— ' ; 
= - The Worlds Finest Cheeses anc 
ykies ° 
«| made or imported. by KRAFT 
on 
—= GUARANTEED FRESHI NEVER SOLD IN BULK fe 
pples f™ ——— 
me Wel Pin 
— FREE MONTHLY SERVICE j{ ay / 
FOR DIETITIANS ; 
. F'very month Kraft-Phenix Cuisine Serv- 
ice will send you free tested recipes for staff 
—— menus and patients’ trays. Address Kraft- 
ge Penix Cuisine Service, 401-c Rush St., Chicago. 
«Cee bf 
hs SIMI 5 0 ta siapacidananiesipionneniacdamnnbadinedeieretes 
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The Hospital Diet 


is what the patient 
often remembers the longest 


The Best Hospitals 
Recognize This Fact 
—And Serve Horlick’s 
Malted Milk 





No Substitute for 


HORLICK’S, 
The Original 


For flavor, for results, there is 
no substitute for Horlick’s 
Malted Milk. Unlike cheap imi- 
tations which are mere mechan- 
ical mixtures of skim milk, an 
inferior malt powder, uncooked 
cocoa and a high percentage of 
ordinary sugar, Horlick’s is 
made from only rich, full-cream 
milk—modified with the nutri- 
tive extracts of the finest grade 
wheat and malted barley. Give 
your patients the many benefits 
of Horlick’s—the Original and 
Genuine. 


* an important thing 
—a matter that hospital 
managements must reckon 
with. After all, patients do 
remember their hospital 
diet. Often remember it 
longer than anything else. 
And it’s only natural that 
they should. To the patient, 
cut off from the outside 
world, his normal activities 
curtailed, the daily meal is 
an event. Something to look forward to with pleasure, or something to 
dread. And the memory of those menus sticks with him long after he 
has quit the hospital. He is apt to forget more important things— 
judge a hospital on its menus alone. 











The best hospitals appreciate this eccentricity and make every effort 
to include pleasant foods in the diet. You'll find them serving Hor- 
lick’s Malted Milk in these hospitals. They feel their patients are 
entitled to the highest quality in malted milk, as they are in meats, 
butter and eggs. 


Because it is an easily digested sustaining food-drink Horlick’s is 
excellent nourishment for the delicate or impaired system. More than 
that, Horlick’s is delicious, refreshing. Patients love its rich, full 
flavor. They do not tire of Horlick’s, no matter how regularly it is 
included in the diet. 

A glass of Horlick’s Malted Milk can be quickly and easily prepared. 
Mixed with water alone, it is a delightful, tasty and nourishing drink. 
It is not necessary to add any ordinary milk, as the milk processed in 
Horlick’s is sufficient and far more digestible. 


Start today to include Horlick’s Malted Milk in your diets. 








FREE TO PHYSICIANS AND HOSPITALS 
The Booklet “Dietary Uses of A Valuable Food” 
Horlick’s Malted Milk Corporation (MH-3-35) 


Racine, Wisconsin 
Please send booklet “Dietary Uses of A Valuable Food.” 
Attention of 


cass 


HORLICK’S 


The Original Malted Milk 
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NEWS OF THE MONTH 


Compulsory Health Insurance Condemned 


by A. M. A.— Considered by Five States 


By ALDEN B. MILLS 
Managing Editor, The MODERN HOSPITAL 


Health insurance legislation was 
introduced into five state legislatures 
last month and bills are now in prep- 
aration in several other states. The 
American Medical Association, how- 
ever, at a special meeting of the house 
of delegates in Chicago on February 
15 and 16 voted to oppose all forms 
of compulsory health insurance but to 
lend encouragement to voluntary 
health insurance plans, particularly if 
under the control of county medical 
societies. 

A bill for compulsory health insur- 
ance drawn by the American Associa- 
tion for Social Security and frequently 
called the Epstein Bill, after Abraham 
Epstein, executive secretary of the 
association, was introduced in the 
legislatures of New York State, Massa- 
chusetts, Nebraska and California. 
Other bills for health insurance, one 
for a voluntary system and another 
for a compulsory system, were intro- 
duced in Pennsylvania. A bill for com- 
pulsory health insurance was also in 
course of preparation by govern- 
mental authorities for introduction in 
British Columbia. 


Government Assistance Probable 


Meanwhile President Roosevelt’s 
committee on economic security was 
putting the finishing touches on its re- 
port on health insurance. This report 
will doubtless be the most important 
single document on the subject yet 
made public. The only definite intima- 
tion available as to the contents of the 
report is the list of eleven principles 
adopted by the committee which was 
published in the February issue of 
The MopERN HospPiTAL. Beyond this, 
however, it is pretty generally be- 
lieved by those in a position to know 
that the report will recommend fed- 
eral government assistance in meet- 
ing the cost of health insurance in 
those states adopting a system of com- 
pulsory health insurance which meets 
certain minimum standards. It is 
anticipated that some suggestion will 
be presented for giving more assistance 
to the poorer sections of the country 
than is to be given to the wealthier. 
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The advisory medical, dental, hos- 
pital and public health committees 
have taken an active part in the work 
of the President’s committee and it is 
expected that one effect of their par- 
ticipation will be that the federal gov- 
ernment will include among its min- 
imum standards some assurance that 
trained professional opinion will be 
sought on all questions of a profes- 
sional nature. This point was included 
in the list of eleven principles made 
public last month. 


What Epstein Bill Provides 


It is anticipated that no general na- 
tionwide plan will be proposed, but 
rather that the federal government 
will assist with funds and information 
those states which wish to provide 
health insurance for their peopie. It 
has been intimated that cash benefits 
for time lost by illness might be in- 
corporated with unemployment insur- 
ance rather than with health insurance. 

The so-called Epstein Bill, which has 
been opposed by the American Med- 
ical Association, covers cash benefits 
as well as medical service benefits. It 
provides for administration by a 
health insurance commission of five 
members, with the commissioner of 
health insurance as one, the state 
health commissioner another, and the 
other three appointments made by the 
governor with the advice and consent 
of the senate. One of the three shall 
represent employers, one employees 
and one the professions. The appoint- 
ments are to be for six-year overlap- 
ping terms. The commission is given 
full and final authority over all health 
insurance matters in the state. State 
advisory councils are provided, one a 
general council representing equally 
the employers, the employees and the 
professions and the other a council rep- 
resenting the professions only. 

District and local offices are pro- 
vided which reproduce on a smaller 
scale the arrangement proposed for 
the state, including similar advisory 
councils. Free choice of physician and 
of hospital is given, subject to proper 





performance of function. In addition 
to the provisions for compulsory insur- 
ance of all employees earning less than 
$60 a week, the act provides that those 
earning more than that amount or 
otherwise exempted from the act may 
take out voluntary insurance. The act 
does not apply in establishments em- 
ploying less than three workers or to 
those employed in agricultural or do- 
mestic service. 

The special meeting of the house 
of delegates of the American Medical 
Association, the first such meeting 
since the World War, took a strong 
stand against compulsory health in- 
surance. The gist of the action was 
contained in the paragraph reading as 
follows: “The House of Delegates of 
the American Medical Association re- 
affirms its opposition to all forms of 
compulsory sickness insurance whether 
administered by the federal govern- 
ment, the governments of the in- 
dividual states or by any individual in- 
dustry, community or similar body. 
It reaffirms, also, its encouragement to 
local medical erganizations to estab- 
lish plans for the provision of adequate 
medical service for all the people, ad- 
justed to present economic conditions, 
by voluntary budgeting to meet the 
costs of illness.” 

The report declares that there is no 
model plan which is a cure-all, but re- 
quests the Bureau of Medical Eco- 
nomics of the association to develop 
by June “model skeleton plans adapted 
to the needs of populations of various 
types,” mentioning specifically rural, 
urban and industrial populations. 

The report emphasizes “particularly 
the necessity for separate provision for 
hospital facilities and the physicians’ 
services” in the establishment of vol- 
untary health insurance plans. This 
appears to be, by implication, an en- 
dorsement of group hospitalization. 





Fire Destroys Kentucky Hospital 


When the William Mason Memoria! 
Hospital, Murray, Ky., was destroyed 
by fire on February 18, the staff phy- 
sicians and nurses carried the forty- 
two patients of the hospital to safety. 
The damage was estimated at $150,000. 
Prompt action in organizing the nurses 
and employees when the fire was dis- 
covered is attributed as the reason for 
the successful rescue work. 
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New England Hospital Association 
Considers Administrative Problems 


With registration figures passing 
the 200 mark by a considerable mar- 
gin, and added interest lent the pro- 
ceedings through the introduction of 
exhibits, the New England Hospital 
Association established new records at 
its thirteenth annual meeting held in 
Boston. The program for the three- 
day session, which was opened on Feb- 
ruary 7 and closed on February 9, 
was concentrated for the most part on 
the practical side of hospital admin- 
istration with particular emphasis 
upon problems of small institutions. 

Administration as applied particu- 
larly to the small hospital was out- 
lined by Dr. George S. Young, super- 
intendent, Kennebec Valley Hospital, 
Skowhegan, Maine, the opening speak- 
er. Admitting procedures were dis- 
cussed later by M. Ellen McIntyre, 
R.N., superintendent, Meriden Hospi- 
tal, Meriden, Conn., who described the 
admitting office as the chief link con- 
necting the hospital with the outside 
world, and its most important respon- 
sibility that of introducing the patient 
to the new environment. She stressed 
the importance of having the proper 
person as the admitting officer, the 
right atmosphere and attitude, also the 
necessary space and privacy. “It is 
important,” Miss McIntyre empha- 
sized, “when the patient is admitted 
that the hospital receive some assur- 
ance as to who will pay the bill.” 


One Session Devoted to Nursing 


In addition to an entire session de- 
voted to the subject of nursing, the 
opening day’s program also included 
a talk by Marjory Stimson, R.N., as- 
sistant professor of Public Health 
Nursing, Simmons College, Boston, on 
what the community expects of nurses 
in public health. Presiding at the first 
day’s sessions were Dr. Joelle C. Hie- 
bert, Central Maine General Hospital, 
Lewiston, Maine, and Dr. W. Franklin 
Wood, MacLean Hospital, Waverley, 
Mass. 

Responsibilities resting with hospi- 
tal administrators in meeting pres- 
ent day exigencies was touched upon 
by J. Dewey Lutes, director-general, 
American College of Hospital Admin- 
istrators, Chicago, in his talk on “The 
Challenge of Advanced Science to 
Hospital Administration.” 

The fact that the small hospital can 
seldom interest the full-time services 
of a pathologist was stressed by Dr. 
Fred D. Jones, pathologist at Spring- 
field Hospital, Springfield, as well as 
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at other institutions. Doctor Jones also 
stated that few students are entering 
pathology because of its small finan- 
cial return. He went on to explain 
how the small hospital can render effi- 
cient service of this kind through a 
part-time arrangement with a pathol- 
ogist in good standing in conjunction 
with the services of the hospital tech- 
nician. 


Eight-Hour Day Proves Popular 


Among those contributing to the 
session on nursing was Mrs. Delight 
S. Jones, R.N., president, Massachu- 
setts State Nurses Association. Mrs. 
Jones in discussing eight-hour special 
nursing indicated this had ceased to 
be in its trial stage and that it has 
been proved to work in actual practice 
in over twenty-six states, 300 hospitals 
and affecting 25,000 nurses. Nell A. 
Hostetler, A.B., R.N., superintendent 
of nurses and principal of school of 
nurses, Newton Hospital, Newton, 
Mass., augmented Mrs. Jones’ remarks 
by stressing the greater health and 
happiness assured the nurse by the 
eight-hour day and revealed the fact 
that it had been found that many 
nurses who had been ill and unable 
to undertake the longer hours of duty 
had now been able to get back to 
work. The need for postgraduate 
courses in nursing education and how 
this need is being answered was de- 
scribed by Helen Wood, R.N., direc- 
tor, school of nursing, Simmons Col- 
lege, Boston. Dr. Henry M. Pol- 
lock, medical director, Massachusetts 
Memorial Hospitals, Boston, presided 
at this session. 

The need for greater education on 
the part of the public as to the work 
being done by hospitals was empha- 
sized by Dr. Allan Craig, medical di- 
rector, Charlotte Hungerford Hospi- 
tal, Torrington, Conn., in his talk on 
proper hospital publicity. This was 
likewise emphasized by Robert Jolly, 
president, American Hospital Associa- 
tion. Among other speakers of prom- 
inence who traveled from some dis- 
tance to join the New England group 
was Dr. Malcolm T. MacEachern, 
American College of Surgeons. Dr. 
Lewis A. Sexton, Hartford Hospital, 
Hartford, Conn., presided at the ses- 
sion. 

In the course of round table dis- 
cussions which were dispersed among 
the scheduled programs was the mat- 
ter of vacations and sick leave. It 
was found to be the general custom 


to provide the graduate staff with four 
weeks’ vacation with pay and two 
weeks’ sick leave. Students generally 
received three weeks’ vacation with 
pay. It was revealed that few have 
made any change in vacation rules 
during the depression period. 

Luncheons planned for each day of 
the convention added greatly to the 
interest. Close attention was given to 
suggestions made by Lieutenant-Colo- 
nel Paul G. Kirk, commissioner of 
public safety, Commonwealth of Mas- 
sachusetts, on how the hospital can 
cooperate with the police. Colonel 
Kirk pointed to the advantages of hos- 
pital authorities providing full infor- 
mation on any peculiarities on the 
part of patients suffering from amne- 
sia which might aid in identification. 

Those presiding at the luncheon 
meetings were Dr. W. Franklin Wood, 
Dr. Joseph B. Howland, superintend- 
ent, Peter Bent Brigham Hospital, 
Boston, and Dr. Albert W. Buck, New 
Haven Hospital, New Haven, Conn. 
Dr. Stephen S. Brown, Maine General 
Hospital, Portland, Maine, presided at 
the annual dinner. 

Doctor Brown was elected president 
of the association for the new term 
with Lucy B. Abbott serving as vice- 
president and Dr. Albert G. Engel- 
bach, Massachusetts General Hospital, 
Boston, again in the post of secretary 
and treasurer. 

Some attention was given to psycho- 
logic tests given students entering the 
school of nursing. 





Miss Rottman Resigns From 
Nursing Post and Will Marry 


Marian Rottman, principal of the 
Bellevue School of Nursing of the De- 
partment of Hospitals, New York City, 
has resigned from this post which she 
has occupied since 1929. In connec- 
tion with her withdrawal from profes- 
sional life, it is revealed that Miss 
Rottman will be married to Dr. Mark 
L. Fleming, general medical superin- 
tendent of the Department of Hospi- 
tals. 

Miss Rottman graduated from 
Bellevue in 1912, following which she 
worked as assistant in the school of 
nursing. Later she became associated 
with the Robert Long Hospital in In- 
dianapolis and the Johnston Emer- 
gency Hospital and the Mt. Sirai Hos- 
pital of Milwaukee. 

Miss Rottman will be succeeded by 
Irene Robertson who has been assistant 
director of the division of nursing of 
the Department of Hospitals for the 
past four years. 
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Stop that Corridor Clatter! 


Acousti-Celotex Absorbs Annoying Noises— Provides Es- 


sential Quiet—Classifies Hospital as Modernand Efficient. 


Were you ever a hospital patient? 
If you have had that experience 
yourself, you will remember how 
the slightest noise disturbed you. 
Sounds that never bothered you 
when you were well were intoler- 
able when you were sick. Your nor- 
mal resistance was gone. You were 
kept awake by every sound. 


Quiet is necessary for recovery. 
Nature’s greatest body builder is 
rest. That is why all hospitals need 
Acousti-Celotex Sound Absorb- 
ing Tiles. Patients appreciate the 
quiet atmosphere Acousti-Celotex 
assures because they are no longer 
irritated or disturbed by footsteps, 
conversations,elevatorclanging,the 
clatter of dishes. These noises are ab- 


Unuvoidable noises reduced to a minimum 
wit Acousti-Celotex on ceiling of kitchen in 
the St. Francis Hospital, Wichita, Kansas. 


sorbed and subdued at their source. 


Acousti-Celotex Tiles can be easily 
and quickly installed on existing 
ceilings of corridors, service rooms, 
kitchens and similar noisy spaces. 
Choose from a variety of pleasing 
architectural patterns and decora- 


tive designs. 





Exaggerated? Perhaps, but the noises that irritate and annoy 
patients are just as destructive to convalescence as the 
situation in which this unhappy gentleman finds himself. 


Acousti-Celotex may be left in its 
natural, beautiful finish or it may be 
painted and repainted without loss 
of efficiency. One of its exclusive 
features is a patented process of per- 
forations that allows ready access 
of sound waves into the inner ab- 
sorbent material. 


Consult your local Acousti-Celotex 
contracting engineer for analyses, 
recommendations and estimates; or 
write direct. 





THE CELOTEX COMPANY, 919 No. Michigan Ave., Chicago, III. 
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Giant X-Ray Tank Installed at 
Columbia Medical Center 


A seven-ton tank, cylindrical in 
shape, nearly four feet high and about 
four and a half feet long, capable of 
generating x-rays from 500,000 to 
1,000,000 volts, will be installed in a 
special building of the Presbyterian 
Hospital at Columbia Medical Center, 
New York City, for the use of Crocker 
Institute of Cancer Research of Co- 
lumbia University. 

This tank, the second of its kind to 
be built, will be suspended from steel 
beams in a room 25 feet long and 13 
feet wide. It is so constructed that six 
patients may be treated at the same 
time. 

The first tank is in use at the Uni- 
versity of California where David H. 
Sloan, whose research developed this 
type of x-ray apparatus, is located. 





Complete Studies in Paris 


The hospital division of the Medical 
College of Virginia in its training of 
dietitians sends each student, after 
nine months’ work in Richmond, to 
Paris, France, for a six months’ course 
at the American Hospital of Paris, of 
which Dr. J. L. McElroy is superin- 
tendent. Doctor McElroy was at one 
time superintendent of the hospitals 
of the Medical College of Virginia, a 
position now filled by Dr. Lewis E. 
Jarrett. 





To Hold Annual Institute 


The Annual Institute for Hospital 
Administrators will be held on the 
campus of the University of Chicago, 
from September 12 to 25, under the di- 
rection of the American Hospital As- 
sociation. Courses of study are being 
arranged, through the cooperation of 
the University of Chicago and the 
Chicago Hospital Association, for first- 
year and advanced students. 





New Henrotin Hospital 
Is Formally Opened 


The new Henrotin Hospital, Chi- 
cago, was opened with appropriate 
ceremonies on February 16. Over a 
thousand visitors inspected the hospi- 
tal. The capacity of the new building is 
104 beds and twenty bassinets. It cost 
approximately $600,000. An unusual 
feature of the building is provision for 
about twelve physicians’ offices for 
diagnostic purposes. One section of the 
building is arranged so that air condi- 
tioning machinery can be quickly in- 
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stalled and with little additional ex- 
pense the entire structure could have 
conditioned air. 

The new structure occupies the back 
of the plot of ground held by the hos- 
pital on Chicago’s near north side. As 
soon as the new building is occupied 
the old one will be wrecked. 

A special feature of the hospital is 
the unusual use of color. All the colors 
are harmoniously blended and are 
matched by the furnishings which are 
very plain and simple in design. Hol- 
abird and Root and Berlin and Swern, 
both of Chicago, were the architects. 


Two New Units Added 

In connection with the ceremonie ; 
marking the fifty-third anniversary oc’ 
the Brooklyn Home for Consumptive:, 
Brooklyn, New York, a pneumothora 
clinic for the treatment of tuberculosi 
and a new surgical unit for advance: 
cases of the disease were formal]; 
opened. The clinic is on the first floor 
and its services will be available tv 
outside patients as well as to the 112 
now living in the hospital. Equipmen: 
for the clinic and surgical unit consist: 
of an operating room, anesthesia room, 
preparation room and a waiting room. 





Methodists Discuss Nursing Problems at 
February Meeting in Chicago 


A thorough discussion of the nurs- 
ing situation was a special feature of 
the meeting of the National Associa- 
tion of Methodist Hospitals, Homes 
and Deaconess Work held in Chicago 
on February 13 and 14. Rev. Albert 
Z. Mann, president of the Methodist 
Deaconess Association of Springfield, 
Mass., was elected president of the na- 
tional association and Guy M. Hanner, 
Beth-El Hospital, Colorado Springs, 
Colo., was reelected secretary. 

A hopeful note regarding the future 
of hospitals under the health insur- 
ance legislation that is being prepared 
in Washington was sounded by Rev. 
Charles C. Jarrell, president, Ameri- 
can Protestant Hospital Association, 
Atlanta, Ga. As a member of the hos- 
pital advisory board, Mr. Jarrell re- 
ported in broad outline the trend of 
the thinking of that board and of the 
technical research staff of President 
Roosevelt’s committee on economic se- 
curity. 

Mr. Jarrell said that the work of the 
Committee on the Costs of Medical 
Care had undoubtedly paved the way 
for the President’s committee and 
largely influenced its thinking. Mr. 
Jarrell called on the Methodist hospi- 
tals to do their full share of social 
work in their respective communities. 

Better supervision of student nurses 
and a broader basic scientific training 
were suggested by Adda Eldredge, ex- 
ecutive director of the placement serv- 
ice of the Midwest Nurses’ Bureau, 
Chicago, speaking on the subject of 
“Quality Nursing.” She emphasized 
that quality nursing is costly but that 
it is imperative to proper care of pa- 
tients. 

A succinct summary of the findings 
and recommendations of the Commit- 


tee on the Grading of Nursing Schools 
was presented by Mrs. Ada R. Crocker, 
executive secretary, Illinois State 
Nurses’ Association. In the discus- 
sion of the two nursing papers, Paul 
Fesler, superintendent, Wesley Memo- 
rial Hospital, Chicago, declared that 
the time had come when good nurs- 
ing education must be offered by the 
Methodist hospitals. He suggested 
that the various Methodist hospitals 
group themselves together to support 
a few good nursing schools rather 
than a larger number of mediocre 
schools. 

E. Muriel Anscombe, superintendent, 
Jewish Hospital, St. Louis, presented 
a study of nursing service under the 
title, “Distribution of Nursing Facili- 
ties.” In this she declared that care- 
ful cost studies had shown her that 
it actually cost two cents more per 
hour for service by student nurses 
than by graduates. 

Other papers on hospital subjects 
were “What Contributions Can We 
Make in the Face of the Growing De- 
mand That Hospitalization Be Placed 
Within the Reach of the Lower Middle 
Class and Also Made Available to the 
Poor Without Charge?” by Dr. C. S. 
Woods, superintendent, St. Luke’s Hos- 
pital, Cleveland; “The Relation of a 
Balanced Operating Budget Program 
to the Future of Our Hospitals,” by 
Dr. O. J. Carder, superintendent, 
Missouri Methodist Hospital, St. Jo- 
seph Mo.; “How Shall We Handle 
Our Present Indebtedness?” by Dr. 
C. C. Marshall, superintendent, Metho- 
dist Episcopal Hospital, Brooklyn, 
N. Y., and “Present Day Needs of 
Financing Hospitals,” by Rev. J. P. 
Van Horn, superintendent, St. Luke’s 
Hospital, Cedar Rapids, Iowa. 


The MODERN HOSPITAI 





IER a. 





- 







om, 
om. 








boan with Finnell Floor Products 


Sanitation first, in a hospital! That is why the hospitals of America are 
leading users of FINNELL floor treatments. 

Moreover, as hundreds of hospitals will assure you, FINNELL methods 

save money. Take FINNELL Kote. It is more than just a wax. It is so 
solid it must be applied hot, by a special dispenser. Ten seconds after it 
strikes the floor it “sets” . . . can be immediately buffed . . . has a body of 
great substance and permanence .. . leaves no disagreeable odors... 
and a long-lasting and beautiful lustre. 
» Liquid wax, water wax, soaps, soap powders . . . for every hospital 
floor there is a right cleaning process .. . and the right FINNELL prod- 
uct to do it quickly, economically and without harm to the floor. Ask us 
for recommendations . . . samples for testing purposes. 


with the 


FINNELL FLOOR 


Polisher - Scrubber 





Hand-in-hand with sanitation as a 
hospital necessity is silence. So 
nearly noiseless is the FINNELL 
Polisher-Scrubber that it might 
even be used in a private room 
without annoying the patient. 
Many sizes, and styles. Use it for 
scrubbing or polishing. Use it 
under beds and operating equip- 
ment as handily as in corridors 
and large areas. 


Demonstration free. Upon request 
we will arrange to have a machine 
brought to your institution and 
demonstrated on your floor. See 
the difference for yourself. Simply 
write FINNELL SYSTEM, INC., 
1403 East Street, Elkhart, Indiana. 
Canadian Distributor, Dustbane 
Products, Ltd., 207 Sparks Street, 
Ottawa, Ontario. 


FINNELL SYSTEM 


OF FLOOR MAINTENANCE 
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Doctor Faxon Goes to 
Massachusetts General 


The appointment of Dr. Nathaniel 
W. Faxon, medical director of Strong 
Memorial Hospital, Rochester, N. Y., 
to succeed Dr. George H. Bigelow as 
director of Massachusetts General 
Hospital, Boston, has been announced. 

Doctor Faxon, a graduate of Har- 
vard University, was at one time as- 
sistant director of the hospital to 
which he will return as head. He has 
heen director of Strong Memorial Hos- 





pital since 1922. He has been a trus- 
tee of the American Hospital Associa- 
tion for many years and during the 
year 1933-34 he filled the office of 
president of the association. He will 


take up his duties at Massachusetts 
General when his successor at Strong 
Memorial Hospital has been appointed. 
He was born in 1880 and is the son of 
Dr. William Otis Faxon. 

Doctor Bigelow whose place Doctor 
Faxon will take disappeared December 
4 and has not been heard of since. He 
is believed by many to be a victim of 
amnesia. , 





Hurley Hospital Plans 
Erection of Two Wings 


A committee of three members of 
the board of managers and two physi- 
cians on the staff of Hurley Hospital, 
Flint, Mich., will undertake plans to 
obtain PWA funds for an addition to 
the hospital. 

Funds to erect at least one and pos- 
sibly two new wings to the institution 
will be sought. It was pointed out that 
additions have become necessary both 
through crowding of certain wards and 
because the psychopathic patients, now 
housed in a remaining building of the 
original hospital, are in danger from 
fires. 

Other needs for the new addition are 
an enlarged tuberculosis ward, an iso- 
lation ward and new quarters for in- 
terns who are now crowded together 
in the basement of the hospital. 





Symposium at Medical Congress Deals With 
Standing of Anesthetists and Radiologists 


So far as the hospital administrator 
is concerned the meat of the thirty- 
first annual Congress on Medical Edu- 
cation, Hospitals and Licensure, held 
February 18-19 in Chicago, under the 
auspices of the American Medical As- 
sociation, was the symposium on 
“Should the Radiologist, the Patholo- 
gist and the Anesthetist Be Licensed 
to Practice Medicine?” 

The consensus of the nine sympo- 
sium speakers was that radiologists 
and pathologists should be physicians. 
As to the anesthetist, the feeling was 
that the properly trained and licensed 
physician-anesthetist would be ideal, 
but that in the present state of affairs 
this is not practical. 

Dr. F. H. MceMechan, Rocky River, 
Ohio, secretary of the International 
Anesthesia Research Society, con- 
tended that physicians alone should 
administer anesthetics. Dr. Karl 


Meyer, medical director, Cook County 
Hospital, Chicago, held the opinion that 
as far as the surgeon is concerned the 
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anesthetist need not be a physician, 
although such a state of affairs might 
be ideal. The administration of 
anesthetics is not an interpretative 
science, he explained. 

The idea that any practicing physi- 
cian can give an anesthetic satisfac- 
torily should not be entertained, Dr. 
Arthur C. Bachmeyer, director of 
clinics, University of Chicago, main- 
tained. The ideal, he agreed, would be 
to have every anesthetic administered 
by a licensed physician especially 
trained for the work, but this is out 
of the question at present, because the 
general medical course and the intern- 
ship furnish only meager glimpses of 
anesthesia, in his opinion. 

Dr. James P. Simonds, professor 
of pathology, Northwestern University 
Medical School, offered a few sugges- 
tions as to how the pathologist might 
be made more of a consultant. Prac- 
ticing physicians, he declared, have a 
tendency to treat the pathologist as a 
technician with a limited knowledge 











of disease, whereas he should know 
more about processes of disease than 
the physician in active practice. 

In radiology, although well trained 
technicians can take x-ray pictures, 
their work has little value unless it 
is interpreted by someone whe knows 
medicine thoroughly, the speakers 
agreed. The application of radiology 
in treatment, they believe, demands 
the finest judgment. 

Dr. Byrl R. Kirklin, Rochester, 
Minn., secretary of the American 
Board of Radiology, which has already 
certified 400 radiologists, considered at 
length the arrangements between hos- 
pitals and radiologists for management 
of x-ray departments. Many hospitals, 
he believes, are taking advantage of 
radiologists by using the profits of the 
x-ray department as a source of hos- 
pital income and not allowing the staff 
radiologist fair compensation. 


Dr. Kirklin’s Plan 


Doctor Kirklin outlined a plan of 
his own. Essentially its features are: 
Place the x-ray department under the 
unhampered control of the radiologist; 
out of the revenue pay current ex- 
penses, give the hospital a fair re- 
turn on its investment and acknowl- 
edge the right of the radiologist to 
whatever remains, holding him duly 
responsible for every radiologic diag- 
nosis made in the hospital. 

Dr. Charles Gordon Heyd, New York 
City, in discussing graduate medical 
education of the future, declared that 
the voluntary hospital system is in the 
process of breaking down by reason of 
the inadequacy of funds derived from 
philanthropic sources and that many 
hospitals will be salvaged by becoming 
part of the governmental system. 

Because of this fact, Doctor Heyd 
says, there will be a growth of dis- 
pensary practice for which the physi- 
cian is paid. This will mean a new 
necessity for continued education of 
physicians, perhaps mandatory educa- 
tion. When more and more doctors are 
employed by government agencies, the 
moderately trained rather than the 
better trained will take the jobs. These 
men will have to be reeducated period- 
ically by means of set periods of study 
at graduate centers. In such a scheme 
the hospital is the key to graduate 
teaching. 

A plea for general hospitals to ad- 
mit tuberculous patients was made by 
Dr. J. Arthur Myers, University of 
Minnesota. It is poor economy to build 
more hospitals for the tuberculous, 
when the disease is decreasing and 
when 70,000 beds in general hospitals 
are vacant, he declared. 
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In hospital history nothing is more significant than the garments 
that typify the different periods. 


The robes of pagan priest and priestess tell the ancient story of 
oracles and superstition. Rich dress of Roman matrons portrays 
the birth of social consciousness. Costumes of pious orders illumi- 
nate the chapters when society at large shifted its responsibility 
to the broad shoulders of the Church. Dark days of secular in- 
competence leave a telltale record in the careless garb of Sarah 
Gamp. Then garments of striking similarity decorate the pages, 
developing by quick steps to the modern uniform — attractive, 
clean cut, purposeful, efficient. 


How clearly the wide variety of garments depicts the unrelated 
programs of the past. Yet all proclaim a common and immortal 
principle. Until, at last, they tell the glad news of world unison 
and the attainment of an age-old ideal in a new, distinct pro- 
fession in which sympathy and science meet. 








WILL ROSS, INC. 


Wholesale Hospital Supplies 
Manufacturers of White Knight Hospital Garments 


779-783 NORTH WATER STREET, MILWAUKEE, WISCONSIN 
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Diabetes Association Is 
Formed in New York 


The New York Diabetes Association 
has been formed in affiliation with the 
New York Tuberculosis and Health 
Association to carry on a campaign 
against diabetes. It is to be financed 
by a special contribution of $15,000 
made by Lucius N. Littauer. 

The new organization will act as a 
clearing house for the study of dia- 
betes as a health problem, devise meas- 
ures for its control, assist in the forma- 
tion of an association of clinics dealing 
with diabetes, develop graduate in- 
struction for physicians, carry on 
health education of the general public 
in matters relating to diabetes, and 
obtain the provision of insulin for indi- 
gent sufferers and nursing service and 
hospitalization for all who require it. 

Mr. Littauer, a manufacturer, has 
previously contributed large sums for 
support of public health activities, 
notably gifts of $50,000 to Albany 
Medical College and $10,000 to New 
York University for studies on condi- 
tions that accompany pneumonia. 





Jefferson Hospital Receives $250,000 


A bequest of $250,000 has been made 
to Jefferson Medical College and Hos- 
pital, Norristown, Pa., under the will 
of Alba B. Johnson, former president 
of Baldwin Locomotive Works. Mr. 
Johnson was president of the hospital. 





St. Luke's Benefits by Will 


A total bequest of $1,374,780 was 
made to St. Luke’s Hospital, New York 
City, in the will of Mrs. Mary Helena 
Kingsland Tompkins. The institution 
receives one gift of $10,000, a $300,000 
trust fund and the residuary estate of 
$1,064,780. 





Federal Narcotic Farm 
to Open at Lexington, Ky. 


The first federal narcotic farm for 
the treatment of drug addicts will be 
opened about the first of May at Lex- 
ington, Ky. 

This institution, which is under the 
jurisdiction of the United States 
Public Health Service, will accommo- 
date 1,000 men. It will be both a 
treatment and research center. The 
results of experiments will be passed 
on to the general public and to the 
medical profession. 

The object of this farm is to re- 
habilitate the patients, restore them 
to health and train them to be self- 


supporting. The discipline will be that 
necessary for the safe keeping of pa- 
tients and the protection of the com- 
munity. Before the establishment of 
this institution, drug addiction had 
been officially regarded as a_ penal 
problem, without any attention being 
paid to the medical, sociologic or eco- 
nomic aspects of this serious problem. 


Modernization Goes Forward 

Work on the new maternity addition 
to the Englewood Hospital, Englewood, 
N. J., is progressing to the point that 
occupancy is anticipated about the first 
of March. Changes which have been 
made during the past few months will 
bring its facilities up to date, particu- 
larly the delivery and labor rooms. 





Alabama Hospital Association. 
Secretary, Dr. A. C. Jackson, Jasper. 
Next meeting, Birmingham, March 8. 


Hospital Association of Texas. 
President, Bryce L. Twitty, Baylor Hospi- 
tal, Dallas. 
Secretary, May Smith, Bradford Memorial 
Hospital, Dallas. 
Next meeting, Marlin, March 22-23. 


Ohio Hospital Association. 
President, John R. Mannix, University 
Hospitals, Cleveland. 
Executive secretary, A. E. Hardgrove, 
City Hospital of Akron, Akron. 
Next meeting, Columbus, April 2-4. 


North Carolina Hospital Association. 
President, Newton Fisher, James Walker 
Memorial Hospital, Wilmington. 
Secretary-treasurer, M. E. Winston, Rex 
Hospital, Raleigh. 
Next meeting, Greensboro, April 11-12. 


Joint Meeting North Carolina, South Caro- 
lina and Virginia Hospital Associations. 
Greensboro, N. C., April 11-12. 


Iowa Hospital Association. 
President, Thomas P. Sharpnack, Broad- 
lawns Hospital, Des Moines. 
Secretary, Erwin C. Pohlman, University 
Hospitals, Iowa City. 
Next meeting, Iowa City, April 29-30. 


Joint Meeting Illinois, Indiana and Wiscon- 
sin Hospital Associations. 
Chicago, May 1-3. 


International Hospital Association. 
Study tour, April 28-May 4. 
Next meeting, Rome, Italy, May 19-25. 


Arkansas Hospital Association. 
President, Msgr. J. P. Fisher, Little Rock. 
Secretary, Regina H. Kaplan, Leo N. 
Levi Memorial Hospital, Hot Springs 
National Park. 
Next meeting, Little Rock, May 7. 


Hospital Association of Pennsylvania. 
President, Charles A. Gill, Episcopal Hos- 
pital, Philadelphia. 
Executive secretary, John N. Hatfield, 
Pennsylvania Hospital, Philadelphia. 
Next meeting, Philadelphia, May 8-10. 


Michigan Hospital Association. 

President, Dr. Warren L. Babcock, Grace 
Hospital, Detroit. 
Secretary, Robert G. 

Hospital, Ann Arbor. 
Next meeting, Jackson, May 9-10. 


Mississippi Hospital Association. 
President, Dr. R. J. Field, Field Memo- 
rial Hospital, Centreville. 
Secretary, Dr. Leon S. Lippincott, Vicks- 
burg Sanitarium, Vicksburg. 
Next meeting, Biloxi, May 13. 


Hospital Association of New York State. 
President, P. frey Savage, Niagara 
Falls Memorial Hospital, Niagara Falls. 
Executive secretary, Carl P. Wright, Gen- 

eral Hospital of Syracuse, Syracuse. 
Next meeting, New York City, May 23-24. 


National League of Nursing Education. 
President, Effie J. Taylor, New Haven, 
Conn. 
Executive secretary, Claribel A. Wheeler, 
50 West Fiftieth Street, New York City. 
Next meeting, New York City, June 3-8. 


Mid-West Hospital Association. 
President, Frank J.- Walter, St. Luke’s 
Hospital, Denver. 
Executive secretary, Walter J. Grolton, 
City Hospital No. 1, St. Louis. 
Next meeting, Colorado Springs, Colo., 
June 6-7. 
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Coming Meetings 


American Medical Association. 
President, Dr. Walter L. Bierring, Des 
Moines, Iowa. 
Secretary, Dr. Olin West, 535 North 
Dearborn Street, Chicago. 
Next session, Atlantic City, N. J., June 
10-14. 


Canadian Medical Association. 
— Dr. J. S. McEachern, Calgary, 
Alta. 
General secretary, Dr. T. C. Routley, 184 
College Street, Toronto, Ont. 
— Atlantic City, N. J., June 
10-14. 


Catholic Hospital Association of the U S. 
and Canada. 

President, Rev. Alphonse M. Schwitalla, 
S.J., St. Louis. 

Executive secretary, M. R. Kneifl, 1402 
South Grand Boulevard, St. Louis. 

Next meeting, Omaha, Neb., June 17-21. 

Minnesota Hospital Association. 

President, J. H. Mitchell, Colonial Hospi- 
tal, Rochester. 

Executive secretary, A. M. Calvin, Mid- 
way and Mounds Park Hospitals, St. 
Paul. 

Next meeting, Duluth, June 20-21. 


Hospital Association of Nova Scotia and 

Prince Edward Island. 

President, Rev. H. G. Wright, Inverness, 
Nova Scotia. 

Secretary, Anne Slattery, Dalhousie Uni- 
versity, Halifax, Nova Scotia. 

Next meeting, Wolfville, Nova Scotia, 
June, 1935. 


Missouri State Hospital Association. 
President, Walter J. Grolton, City Hospi- 
tal No. 1, St. Louis. 
Next meeting, Colorado Springs, Colo., 
June, 1935. 


American Protestant Hospital Association. 
President, Dr. Charles C. Jarrell, 405 
Wesley Memorial Building, Atlanta, Ga. 
Executive secretary, E. E. Hanson, Luth- 
eran Deaconess Home and Hospital, 
Chicago. 
Next meeting, St. Louis, Sept. 27-30. 


American College of Hospital Administra- 
tors. 
President, Robert E. Neff, University of 
Iowa Hospitals, Iowa City, Iowa. 
Director-general, J. Dewey Lutes, Ravens- 
wood Hospital, Chicago. 
Next meeting, St. Louis, Sept. 29-30. 


American Hospital Association. 
President, Robert Jolly, Memorial Hospi- 
tal, Houston, Tex. 
Executive secretary, Dr. Bert W. Cald- 
well, 18 East Division Street, Chicago. 
Next meeting, St. Louis, Sept. 30-Oct. 4. 


American College of Surgeons. 
President, Dr. Robert B. Greenough, 
Boston. 
Director-general, Dr. Franklin H. Martin, 
40 East Erie Street, Chicago. 
ao < "ee San Francisco, Oct. 28- 
ov. lI. 


American Dietetic Association. 
—o Laura Comstock, Rochester, 


Business manager, Dorothy I. Lenfest, 185 
North Wabash Avenue, Chicago. 
Next meeting, Cleveland, October 28-31. 


Association of Record Librarians of North 
America. 
President, Edna K. Huffman, St. Luke’s 
Hospital, Davenport, Iowa. 
Corresponding secretary, Helen Hays, St. 
Alexis Hospital, Cleveland. 
~— +: ‘eee San Francisco, Oct. 28- 
ov. 1. 
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BOTH ARE 








Appalling! An accident emergency 
and the surgeon’s mstrument case 
not handy! 

Without the benefit of modern, ster- 
ile instruments the surgeon would be 
no worse off than a community hos- 
pital without a water supply fully pro- 
tected by correct plumbing fixtures 
and piping. Both—instruments to the 
surgeon, correct plumbing to the hos- 
pital—are essential. 





ESSENTIAL 





Crane Co. has spent years in de- 
veloping hospital plumbing equipment 
that removes to the greatest possible 
degree the last threat of water supply 
contamination. Installed with a qual- 
ified plumber’s skill it meets the haz- 
ards of back-siphonage, prevents in- 
fection by contact, and makes for 
convenient use. Write for ‘Crane 
Hospital Service,” a handbook B&B 

on hospital plumbing. y 


wi D0 ove pant 


CRANE 


CRANE CO., GENERAL OFFICES: 836 S. MICHIGAN AVE., CHICAGO, ILL 
NEW YORK: 23 W. 44TH STREET 


Branches and Sales Offices in One Hundred and Sixty Cities 









Twenty-Two Improvements in Out-Patient 
Service Suggested in Detroit Survey 


A survey of out-patient services in 
the metropolitan area of Detroit by 
Dr. Haven Emerson and Dr. Gertrude 
Sturges was recently made public by 
the Detroit Council of Social Agencies. 
In addition to a large body of factual 
data regarding the clinics, the report 
discusses the major problems facing 
them and presents twenty-two recom- 
mendations for the improvement of 
clinic service. Many Detroit clinics are 
already following these recommenda- 
tions, the report points out. 

The recommendations, in brief, are 
as follows: 

1. Formation within the council of 
social agencies of an out-patient sec- 
tion of a health council, with a paid 
secretary. Both the health council and 
the out-patient section should have 
representation from the boards of 
trustees and the administrative and 
medical staffs of each agency con- 
cerned and from the health depart- 
ment. 

2. Licensing and supervison of out- 
patient services by the board of health 
or other suitable local agency. 

3. Affiliation of independent out-pa- 
tient services with recognized hospitals. 


4. Continuation of all existing out- 
patient departments and the establish- 
ment of no new ones except for dental 
services and service for mental dis- 
eases and for service in the northeast 
district of the city. 

5. Provision of a diagnostic service 
for free and part-pay patients of pri- 
vate physicians. 

6. Establishment of out-patient com- 
mittees of boards of trustees and of 
medical staffs. 

7. Thorough medical examination of 
each permanent employee when em- 
ployed and annually thereafter. 

8. Centralizing in the hands of one 
person in each institution of the pur- 
chasing of medical, surgical and other 
supplies for each clinic, with consider- 
ation of group purchasing if feasible. 

9. Organization of the medical staff 
of each out-patient service for its own 
particular work and its inclusion in the 
staff of the hospital. 

10. Approval of the principle of pay- 
ment of physicians for out-patient 
services and the adoption of this policy 
“when necessary funds are available 
for this purpose.” 


11. Provision of larger and im- 





Virginia ls Undecided 


Virginia seems to be having a diffi- 
cult time deciding whether or not hos- 
pitals are hotels. Last year a bill was 
introduced in the state legislature giv- 
ing hospitals the same rights as hotels 
in the seizure of baggage for nonpay- 
ment of bills. The bill was defeated in 
committee, because a hospital was not 
a hotel. Recently the city council of 
Richmond tried to impose a tax of $1 
a year for each private bed in a hos- 
pital. This form of taxation, which 
was aside from the real estate tax, 
would have put hospitals definitely in 
the hotel classification. 





Evanston Hospital 
Receives Trust Money 


Evanston Hospital, Evanston, IIl., 
is one of seven philanthropic institu- 
tions that will share in the estate left 
by the late Mrs. James A. Patten of 
Evanston, who died last month. 

Mrs. Patten had been a member of 
the board of trustees of the hospital 
since 1898 and was a life member of 
the American Hospital Association. 
Before his death, Mr. Patten was also 
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deeply interested in the hospital. In 
1910 the Pattens gave money for Pat- 
ten Hall, the nurses’ dormitory at 
Evanston. That was later outgrown 
and in 1930 a new nurses’ home, Pat- 
ten Memorial Hall, was built with 
funds provided by the Pattens. Ada 
Belle McCleery, superintendent of 
Evanston Hospital and a member of 
the editorial board of The MoDERN 
HOSPITAL, is a niece of Mrs. Patten. 

It is estimated that the Evanston 
Hospital’s share in the Patten estate 
will approximate $1,000,000. 





Changes Nurses’ Training 


A definite step in beginning post- 
graduate education for nurses has 
been taken by the New York Post- 
Graduate Medical School and Hospi- 
tal, New York City. The undergradu- 
ate branch of the Margaret Fahne- 
stock School of Nursing has been 
closed and hereafter only graduate 
nurses will be registered for special 
or postgraduate courses. This deci- 
sion, according to the hospital’s an- 
nouncement, “parallels the postgradu- 
ate teaching of physicians, which has 
been the special field of this institu- 
tion since its founding in 1882.” 


proved quarters in a few institution 
and the correction of crowded condi 
tions in others through an appointmen 
system and other improvements in 
management and organization. Sep 
aration of emergency from out-patien 
service in two institutions was recom 
mended. 

12. Admission of patients by trained 
medical social workers. No funda- 
mental changes in admission policies 
by any clinic until they have been 
cleared with the section on out-patient 
services of the health council. 

13. Central registration of social 
problem cases and of patients requir- 
ing long and expensive treatment but 
not, for the present at least, of routine 
clinic cases. 

14, Adoption of uniform minimum 
standards for collection of financial 
data, preferably on a standard form, 
and their interpretation on the basis 
of a family budget common to all agen- 
cies concerned. 

15. Provision for telling relief cli- 
ents that they are free to select a 
private physician or an out-patient 
service. 

16. Unless there are satisfactory 
reasons for change, all patients of 
other clinics to be referred back to the 
institution previously used. 

17. Provision for routine inquiry 
about former treatment by private 
practitioners and more uniform under- 
standing on length of time which 
should elapse before a patient ceases 
to be considered as “under the care of 
a physician.” Also a more uniform 
policy for securing the physician’s re- 
lease of the patient. 

18. Adoption of a follow-up system 
at least for patients with the following 
types of disease or condition: heart 
disease, tuberculosis, venereal disease, 
pregnancy, cancer, orthopedic difficul- 
ties and eye condition threatening 
blindness. 

19. Improvement in the quality of 
medical records in certain institutions 
by fixing responsibility for their com- 
pleteness upon some staff physician, 
by adopting minimum standards of 
adequacy and by providing clerical as- 
sistance. 

20. Development by the proposed 
out-patient section of more adequate 
methods of financial accounting. 

21. Adoption of more uniform poli- 
cies regarding out-patient fees with 
some charge in all clinics, remitted of 
course where indicated in individual 
cases. 

22.°More adequate attention and 
support for medical social service for 
out-patients and an improved quality 
of personnel. 
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Legislative Problems Are Joint Committee's 
Concern at Chicago Meeting 


The work of the joint committee of 
the three national hospital associations 
in Washington in connection with the 
proposed federal legislation for un- 
employment and old age insurance was 
outlined by Robert Jolly, president, 
American Hospital Association, at a 
meeting of the presidents, secretaries 
and legislative chairmen of state and 
regional hospital associations held in 
Chicago, February 18 and 19. 

The joint committee has asked that 
nonprofit hospitals be exempted from 
contributing under these measures but 
that hospital employees be given the 
benefit of the protection afforded by 
them. This request is based on the fact 
that unemployment is a small problem 
in hospitals, that the nonprofit hospi- 
tals would have to reduce wages and 
curtail free work to the extent that 
they were obliged to contribute, that 
they cannot increase rates, that the 
free load of hospitals tends to increase 
in times of widespread unemployment, 
and that hospitals have carried the cost 
of free service without any help from 
federal relief funds. 

The legislative problems faced by the 
various state hospital associations 
were discussed in considerable detail. 
In most states hospitals have obtained 
interpretations of sales taxes that put 
them in the class of consumers rather 
than purveyors. In one state hospitals 
have been given full exemption from 
sales taxes, on both purchases and 
their charges to patients. 


Legislative Problems Discussed 


In the discussion of legislative prob- 
lems interesting facts and opinions 
were brought out. The New York bill 
for an eight-hour day for nurses will 
probably pass. State aid in Pennsyl- 
vania is temporarily stopped because 
of lack of funds. A digest of the state 
legislation and legal decisions affecting 
hospitals is being prepared by the 
council on community relations and 
administrative practice. 

Engaging nurses to work for board 
and room is arousing intense criticism 
of hospitals in some states. State con- 
trol of hospitals in Pennsylvania is 
beneficial in developing uniform ac- 
counting and uniform standards of 
building, equipment and administra- 
tion. The lack of control in other states 
permits almost any kind of an institu- 
tion to pose as a hospital. The Texas 
Hospital Association employs a full- 
time attorney to represent it at the 
legislature and in malpractice suits. 
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A proposed bill in Ontario to pay 
physicians for calls to the indigent 
may react unfavorably on hospital out- 
patient departments, which now re- 
ceive 32 cents a visit. A proposed Min- 
nesota law would set up a state 
nurses’ commission to control nursing 
education and pay one-half of the cost 
of the strictly educational aspects of 
such education. The bill has been with- 
drawn but will be reintroduced. 





Celebrates 150th Anniversary 


A firm that was founded before the 
Constitution of the United States was 
adopted is celebrating this year its 
one hundred fiftieth anniversary. This 
firm, Lea and Febiger, still publishes 
the oldest medical journal in the United 
States, the American Journal of the 
Medical ‘Sciences. The first editor of 
this journal, Dr. Nathaniel Chapman, 
was also the first president of the 
American Medical Association. Dur- 
ing its career the firm has published 
the works of Poe, Cooper and other 
famous Americans. Now it is devoted 
largely to scientific publications. 


Public Nursing Program 
Urged at Meeting 


A public nursing program was urged 
by Josephine Roche, assistant secre- 
tary of the treasury in charge of pub- 
lic health activities, at a meeting of 
the National Organization for Public 
Health Nursing in New York City. 
That the death rate from tuberculosis, 
which had been cut 60 per cent since 
1920, could have been halved again 
with adequate health facilities was a 
significant fact emphasized by Miss 
Roche. 

Only 528 of the 3,000 counties in the 
nation had full-time public health serv- 
ices, Miss Roche indicated. Likewise 
local appropriations of public health 
had decreased 20 per cent on the aver- 
age since 1930. “In the last four 
years,” she said, “the per capita ex- 
penditure from tax funds for public 
health in seventy-seven cities has de- 
creased from 71 to 58 cents.” 

Health teaching is the most essential 
factor in the modern health program 
according to Dr. C.-E. A. Winslow, 
professor of public health at Yale 
School of Medicine and former presi- 
dent of the American Public Health 
Association. “It is primarily to the 
public health nurse that we must look 
for such education,” Dr. Winslow said. 





Seven Groups of Hospital Workers 
Unite for Tri-State Meeting in May 


Nurses, dietitians, medical social 
workers, record librarians, physical 
therapists and occupational therapists 
of Indiana, Illinois and Wisconsin are 
joining with the hospital associations 
of the three states in the Tri-State 
Hospital assembly in Chicago this 
year on May 1, 2 and 3. 

The program is planned so that ail 
these groups will meet together in dis- 
cussions of common problems in the 
mornings of each day, but will meet 
separately in the afternoons. 

On Wednesday, the opening day, the 
general subject for the morning ses- 
sion will be “Present and Future 
Trends in Hospital Management and 
Service.” This will be discussed from 
the viewpoint of the hospital adminis- 
trator, the nurse, the dietitian, the 
medical social worker, the record li- 
brarian, the occupational therapist 
and the physical therapist. Following 
a fellowship luncheon sponsored by 
the Indiana Hospital Association, the 
afternoon will be devoted to sectional 
meetings of the various groups par- 


ticipating in the conference. A gen- 
eral assembly of all groups sponsored 
by the trustees of the Chicago hospi- 
tals will be held in the evening. 

On the second day the general sub- 
ject for the morning session will be 
“Trends in Education as Affecting the 
Hospital.” This also will be discussed 
from the standpoint of each of the 
participating groups. A joint noon 
luncheon with sectional and business 
meetings in the afternoon will follow. 
The annual Tri-State banquet is 
scheduled for Thursday evening. 

Friday morning will be devoted to 
a joint session on economics. At 
luncheon on Friday representatives of 
the national associations — A. H. A., 
A. M. A., A. C. S. and A. C. H. A— 
will speak for the viewpoints of their 
organizations. Friday afternoon there 
will be two sessions, one a general ses- 
sion on hospital topics such as the lien 
law, annuities for hospital employees, 
and nursing costs and hours, and the 
other a round table conference on 
problems of the small hospital. 
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Equipped 
with McCray Coils 


EADY for use with any type of electric 
refrigeration this new model assures de- 
pendable, economical service. Affords storage 
for large stock of perishables—note compart- 
ment at right for meats. Keeps foods pure,whole- 
some, cuts spoilage losses, costs less to operate! 


White porcelain interior and exterior front and 
ends. Pure corkboard insulation, sealed with 
hydrolene. Bronze hardware, chrome plated. 


There is a McCray compressor especially en- 
gineered for use with Model No. 11 — further 
assurance of dependability and economy. 


Write now for complete information about 
this and many other McCray refrigerators— 
for use with machine or ice. 


McCray Refrigerator Sales Corporation, 566. 
McCray Court, Kendallville, Ind. Salesrooms in 
All Principal Cities. See Telephone Directory. 
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Eliminate risk of hand infection completely at the 
scrub basin with SEPTISOL Liquid Soap and Dis- 
pensers. SEPTISOL Soap is made expressly for sur- 
geons from strictly pure olive, cochin cocoanut and 
other fine vegetable oils that insure surgically clean, 
soft, pliable hands. SEPTISOL Dispensers provide a 
hygienic method of supplying just the right amount 
of soap simply by a touch on the pneumatic foot 
button. No intricate mechanism to cause trouble or 
waste soap. Used in leading hospitals everywhere for 
complete safety—and for greatest economy and 
convenience. Made in single and double models, 
floor and wall types. Non-corrosive. Dripless. Write 













today for literature. 






VESTAL CHEMICAL LABORATORIES 
ST. LOUIS, U. S. A, 
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Developments in Nebraska 
Indicate Progress 


Two bills of importance to the medi- 
cal profession are up before the state 
legislature of Nebraska during its 
present session. The first, one similar 
to bills being introduced in thirty- 
eight other states, would give the state 
control of medical practice. The sec- 
ond, a bill to regulate the practice of 
nursing in Nebraska, would take this 
profession from the Department of 
Welfare and place it under the de- 
partment of public instruction or the 
department of education. 

The nursing profession is doubtful 
about the passage of this bill at the 
present time, but feels that the need 
for such an act is imperative enough 
to make certain its becoming a law 
in the near future. 

The University of Nebraska plans 
to build a new hospital at its medical 
center in Omaha, if it receives the ex- 
pected $3,000,000 from the federal 
fund allotted to the state. 

The Nebraska Methodist Episcopal 
Hospital of which Rev. Harry E. Hess 
is superintendent, received an endow- 
ment of $10,000, and a collection of 
tapestries, paintings and rugs from 
Doctor and Mrs. I. C. Wood, who also 
gave the hospital a dresser from 
Tokyo, a companion piece to one in 
the Joslyn Memorial Art Gallery. 





Program Announced for 
Convention of Texas Group 


The program for the sixth annual 
convention of the Texas State Hospital 
Association to be held at Marlin, 
March 22 and 23, has not yet been en- 
tirely completed, but those features 
which are definitely scheduled hold 
much interest for hospital personnel. 

Dr. Lucius Wilson, superintendent, 
John Sealy Hospital, Galveston, Tex., 
will preside at the round table discus- 
sion on the importance of case histories. 
Dr. C. M. Rosser, chairman of the 
Texas State Board of Health, will talk 
on “Public Health, How Hospitals Can 
Help,” and J. Dewey Lutes, director 
general of the American College of 
Hospital Administrators and superin- 
tendent, Ravenswood Hospital, Chi- 
cago, will discuss the “Importance of 
Efficient Hospital Administrators.” 

The Hon. R. E. L. Bobbitt, former 
attorney general of Texas, is sched- 
uled to talk on “The Legal Aspect of 
Group Hospitalization,” Clifford E. 
Hunt, superintendent of the Lubbock 
Sanitarium, Lubbock, Tex., will lead 
the discussions on collections and cred- 
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its. “The Relation Between Hospitals 
and Graduate Nurses’ Service” is 
the subject chosen by Olga M. Brie- 
han, president of the Texas Graduate 
Nurses’ Association. 





Housekeepers Complete Course 


The course of ten lectures on 
housekeeping for which twenty-five 
housekeepers signed up in Philadel- 
phia in the early part of this win- 
ter, has now been completed, with 
the result that certificates have been 
presented to twenty-two members who 
finished the series. Talks by authori- 
ties have furnished helpful informa- 
tion on such subjects as job analyses, 
schedules, the purchase and mainte- 
nance of mattresses, blankets, cotton 
and linen textiles, rugs and carpets. 
The course was conducted by Mrs. 
Doris L. Dungan, housekeeper, Jeanes 
Hospital, Fox Chase, Philadelphia, 
and president, Philadelphia chapter, 
National Housekeepers Association. 





Western Hospital Meeting 
Attracts 2,000 Delegate: 


The Western Hospital Associatio: 
convention at San Francisco, Februar: 
18 to 21, reaffirmed its approval of ade 
quate systems of health service insu 
ance providing medical and hospita: 
care on a monthly budgetable basis anc 
resolved to encourage the official com 
mittee of the California senate to spon 
sor a law to carry this into effect. 

The meeting was reported to be thx 
most successful in the history of the 
association with more than 2,000 per- 
sons in attendance. 

Robert Jolly, president of the Amer- 
ican Hospital ‘Association, was de- 
tained in Chicago during the first two 
days of the meeting but arrived by 
plane on Wednesday morning. Dr. 
L. M. Wilbor, superintendent, San 
Francisco Hospital, was chosen as 
president-elect and J. V. Buck, superin- 
tendent, St. Luke’s Hospital, Spokane, 
was installed as president. 





Practical Work Undertaken by Students in 
U. of C. Hospital Administration Course 


With the beginning of the second 
quarter of the course in hospital ad- 
ministration at the University of Chi- 
cago, the six students registered are 
devoting a large part of their time to 
practical work in hospitals and clinics 
in or near Chicago, and to conferences 
with instructors and specialists in va- 
rious branches of hospital administra- 
tion. 

The course opened last autumn un- 
der the auspices of the university’s 
school of business, with the coopera- 
tion of the University of Chicago 
Clinics and Hospitals. Only applicants 
holding a bachelor’s degree from a rec- 
ognized college or the degree of doctor 
of medicine or doctor of public health 
and who contemplate entering the field 
of hospital and clinic administration 
were accepted. 

It has been the intention to secure 
students of varied training and back- 
ground in order that this educational 
experiment may be worked out in 
proper adaptation to the needs of dif- 
ferent types of students. Thus of the 
six selected, four are men and two are 
women. 

One student is a physician; one a 
nurse; two have recently graduated 
from the school of business at the Uni- 
versity of Chicago; one has recently 
taken his bachelor’s degree from an 
Eastern college without special previ- 





ous preparation in business or biologic 
subjects; one has a similar background 
but has had experience for some years 
in the administrative office of a hospi- 
tal. All but one of the students have 
had some definite contact with hospi- 
tals during the period of college or 
professional training. 

During the autumn quarter the stu- 
dents spent most of their time in aca- 
demic courses planned for each indi- 
vidually, so as to supplement the stu- 
dent’s previous training. Those with a 
medical background therefore gave 
most of their time to business courses 
while the students who had pursued 
these subjects took certain basal 
courses in the health field. 

It is expected that students will 
spend three or four quarters in resi- 
dence at the university, followed by a 
period of administrative internship, 
and that each will undertake a piece of 
investigative work, which, in the case 
of those who are candidates for a 
graduate degree, will serve as the 
thesis required. 

Cooperating with Dean William H. 
Spencer of the school of business in 
planning and administering this course 
are Dr. Arthur C. Bachmeyer, direc- 
tor, University of Chicago Clinics, and 
Dr. Michael M. Davis, director for 
medical services, Julius Rosenwald 
Fund, Chicago. 
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That Is What Our New 1935 (Catalog Is 


The outstanding reference book for surgical instruments, including 
a large group of allied lines. 


Handsomely bound in simulated leather, so as to make it a perma- 
nent text book for surgeons, hospitals, universities and institutions. 


For forty-seven years the recognized book of authority for surgi- 
cal instruments of quality. 


To be distributed through recognized dealers. 


Write your dealer now to reserve your copy of this limited edition. 


KNY-SCHEERER CORPORATION 


21-09 BORDEN AVENUE 
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We Invite You to Try a Set of J&J Super 
Casters On Your Own Beds—and Test Them! ! 
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Take Advantage of Our Approval Offer and Learn Why 
Leading Hospitals Everywhere Insist on J&J Super Casters 
Which Are Shock, Moisture, Vermin and Germ Proof!! 





We have been making this approval 
offer to hospital executives for some 
time now and hundreds have accepted 
and put the casters to every conceivable 
test. In every case this resulted in either 
immediate orders, or their specification 
in proposals and orders for equipment. 

This fair method of examination has 
brought the enthusiastic approval of 


hospital executives everywhere. We are 


willing and glad to have you try the 
J&J Super Casters because we know 
they will stand the most rigid test and 
come through with flying colors. They 
were without an equal and we’re willing 
to prove it. 

Why don’t you write today—now— 
and ask us for a set on approval? Sim- 
ply state the size and style, and we'll 


ship a set to you immediately. 


Jarvis & Jarvis, INC., Palmer, Mass. 


106 S. MAIN STREET 
MANUFACTURERS OF SUPERIOR HOSPITAL CASTERS AND TRUCKS 
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SAMUEL COHEN is superintendent of 
the new Jewish General Hospital, 
Montreal, Que. For the past fourteen 
years Mr. Cohen has been associated 
with Beth Israel Hospital, New York 
City. Previous to that he was pharma- 
cist at New York Post-Graduate Medi- 
cal School and Hospital, New York 
City. 


JEAN SMITH has been appointed 
dietitian of the Irvington General Hos- 
pital, Newark, N. J. Miss Smith was 
formerly identified with Bergen Pines, 
Ridgev’ood, N. J. 


RUTH THORPE, superintendent of 
Golden State Hospital, Los Angeles, is 
on a year’s leave of absence completing 
work for a B.A. degree at the Univer- 
sity of Washington. MILDRED TRACY 
is acting superintendent during her 
absence. 


Dr. EDWIN L. SHEAHAN is now su- 
perintendent of the St. Louis County 
Hospital, Clayton, Mo. 


MARGARET MARLOWE, administrative 
dietitian at Methodist Hospital, In- 
dianapolis, has resigned after twenty- 
two years of service to that institution. 
She has been succeeded by her assist- 
ant, VERNA ANSORGE. Mrs. Marlowe, 
however, will continue to serve the hos- 
pital in the role of consulting dietitian. 


AGNES MARTIN, superintendent of 
Huntington Hospital, Huntington, 
N. Y., sailed for Europe on a vacation. 
She expects to be away from her hospi- 
tal duties for about a month. 


FERN SNOWDEN was appointed su- 
perintendent of the Davier Memorial 
Hospital at LaHarpe, Ill., in January. 


Dr. B. C. BERNARD, superintendent 
of Oakland Park Sanatorium, Thief 
River Falls, Minn., is resigning on 
April 15 and returning to a private 
practice at Gulfport, Miss. 


J. RUSSELL BUTLER is the new super- 
intendent of the Underwood Hospital 
at Woodbury, N. J. 


Dr. ADAM EBERLE, medical superin- 
tendent of Kings County Hospital, 
Brooklyn, N. Y., was recently ap- 
pointed junior medical superintendent 
of all city hospitals in New York City. 
Dr. Edward Bernecker, medical super- 
intendent, Metropolitan Hospital, Wel- 
fare Island replaces Doctor Eberle. 
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PERSONALS 


F. E. KASSNER, the accountant at 
Michael Reese Hospital, Chicago, has 
been appointed assistant superintend- 
ent of the institution, filling the va- 
cancy left by W. MEZGER. 


HARRIET J. POE is the new principal 
of the school of nursing and superin- 
tendent of nurses at the Methodist 
Episcopal Hospital, Fort Wayne, Ind. 
Until February, Miss Poe was super- 
visor of nurses at the Methodist Hos- 
pital, Indianapolis. She is succeeding 
HAZEL VAN DREW who resigned the 
first of February. 


Dr. FRANK E. GUILD, president of 
the staff of Windham Community Me- 
morial Hospital, Willimantic, Conn., 
died in the Johns Hopkins Hospital, 
Baltimore, at the age of eighty-one. 
Doctor Guild had served as head of the 
staff for more than twenty-five years. 


NOAILES HAYES has been appointed 
superintendent of St. Joseph Sanita- 
rium, St. Joseph, Mich. 


Dr. ANNIE R. ELLIOTT was elected 
superintendent of Norristown State 
Hospital, Norristown, Pa., by the board 
of trustees to fill the vacancy which 
has existed at the hospital since the 
death of Dr. S. M. MILLER last May. 
Doctor Elliott has been connected with 
the institution for twenty-one years, 
and served as assistant superintendent 
under Doctor Miller. 


ANNE GOSMAN was recently ap- 
pointed superintendent of Herman 
Knapp Memorial Eye Hospital, New 
York City. 


ELIZABETH WILLIAMS is the new su- 
perintendent of the Lee County Hos- 
pital, Sanford, N. C. 


IDA M. Hickox, formerly educational 
director of Prospect Heights Hospital, 
Brooklyn, N. Y., has been made super- 
intendent of nurses at Cohoes Hospital, 
Cohoes, N. Y. 


Mrs. ELMA Z. LORING, is now super- 
intendent of Gaston Sanatorium, Inc., 
Gastonia, N. C. 


SISTER MyRTHA BINDER, head sister 
at the Bethany Deaconess Hospital, 
Brooklyn, N. Y., died at the age of 
seventy-three years after a short ill- 
ness. Sister Myrtha Binder estab- 
lished the hospital forty-two years ago. 


Dr. WILLIAM H. BUCHER, for th« 
past thirteen years superintendent of 
Olive View Sanatorium, Olive View 
Calif., died recently at his home in San 
Fernando, Calif., following several 
weeks’ illness. Doctor Bucher had 
been engaged in tuberculosis work for 
twenty-five years. 


JOSEPHINE F. GOLDSMITH has been 
appointed superintendent of nurses at 
Muhlenberg Hospital, Plainfield, N. J. 
For the last three years Miss Gold- 
smith has been educational director 
and assistant superintendent of nurses 
in the Cumberland Hospital, Brook- 
lyn, N. Y. 


Dr. BLAKELY WEBSTER has been ap- 
pointed superintendent of Dannemora 
State Hospital, Dannemora, N. Y., 
succeeding DR. CHARLES BURDICK, 
who retired several months ago. Doc- 
tor Webster has been acting superin- 
tendent of the hospital since his re- 
tirement. The institution has accom- 
modations for about five hundred pa- 
tients. 


Dr. H. E. HAYMOND was appointed 
superintendent of Midwest Hospital, 
Midwest, Wyo., in February. 


LEE B. MAILLER has been made busi- 
ness manager of the Cornwall Hospi- 
tal, Cornwall, N. Y., and AGNES M. 
CRAWFORD has been appointed super- 
intendent of nurses. These two ap- 
pointments abolish the former posi- 
tions of superintendent and assistant 
superintendent. 


EvA ADAMS WRIGHT, graduate of 
Boston School of Domestic Science, has 
been made chief dietitian at Muhlen- 
berg Hospital, Plainfield, N. J., filling 
the post left vacant through the resig- 
nation of Mary M. FANNING. Miss 
Wright has twice before been chief 
dietitian at Muhlenberg. 


Dr. FREDERICK B. MANDEVILLE has 
been appointed roentgenologist in the 
hospital division of the Medical Col- 
lege of Virginia, Richmond, Va. Doc- 
tor Mandeville was for two years 
instructor of roentgenology at Yale 
University and later roentgenologist 
to the Peralta Hospital, Oakland, Cal. 


F. J. THIELBAR, Chicago architect, 
was recently chosen as president of the 
board of trustees of Wesley Memorial 
Hospital, Chicago. 
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Let New 
Ward Profits Begin 





When Conversation Turns to 
“My Operation”...and Hospitals 






@ Patients are decidedly selective. 
Today, they pick and choose their 
hospitals. 
Today, valuable comforts and indi- 
vidual privacy are enjoyed in hundreds 
of wards .. . ata very nominal cost... 
with Day’s Curtain Screening Equipment. 
This complete, flexible and instant 
screening attracts. It ushers in MORE 
high class; GOOD PAYING, ward 
patients. It remodels without recon- 


struction .. . brings privacy to ward 





paying patients. Get Today’s Low Prices. 













Write for this 
interesting book- 
let on hospital 


profits. 
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HOSPITAL DIVISION 
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The use of Baby-San, pure liquid castile soap, 
in more than 60% of all hospitals accepting 
maternity cases, constitutes a most convincing 
endorsement of America’s Favorite Baby Soap. 
Superintendents, nurses and pediatricians agree 
that no soap but Baby-San leaves the skin so 
sweet, clean and gently lubricated. 


Baby-San is made with no oil except edible, 
first-press olive oil. Being absolutely neutral 
—without excess alkali—it cannot irritate the 
baby’s skin or produce dryness. 


Just a few drops are needed for the baby’s 
bath, because Baby-San is highly concentrated. 
When used in the Portable Baby-San Dispenser* 
the supply is never wasted. Sparingly, this 
Dispenser gives just the right amount of soap. 


*Furnished without charge to users of Baby-San. 
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HUNTINGTON INDIANA 
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Thirty-Five Publicity Methods Suggested 
for National Hospital Day Celebration 


The National Hospital Day commit- 
tee of the A. H. A. under the chair- 
manship of Albert G. Hahn, business 
manager, Deaconess Hospital, Evans- 
ville, Ind., has urged that hospitals 
lay particular stress on the day this 
year as a tribute to Matthew O. Foley. 

Because it is the year 1935 the com- 
mittee has suggested thirty-five meth- 
ods of publicity that might be used to 
gain public attention. These are as 
follows: 


1. Invitations on milk bottle collars. 

2. Cards in weekly club letters. 

3. Invitations to surrounding towns 
dropped by airplanes. 

4, Folders, such as those put out by 
Parke Davis Co., for publicity at 
churches and civic clubs. 

5. Notices in county medical bulle- 
tins. 

6. Information to doctors of com- 
munity regarding the purpose of Na- 
tional Hospital Day and plans for its 
observance. 

7. Gummed stickers on outgoing 
mail just previous to National Hospi- 
tal Day. 

8. Advance posters for National 
Hospital Day on delivery trucks and 
street cars. 

9. Pay roll enclosures to be sent to 
merchants and manufacturers for use 
in their pay roll envelopes. 

10. Resolutions from mayors setting 
aside National Hospital Day. 

11. Displays in windows of down- 
town stores. 

12. Poster contests in schools. 

13. Posters displayed in show win- 
dows and public elevators. 

14. Announcement of the day’s pro- 
gram on patients’ trays. 

15. Reception of board of trustees 
and the entire medical staff and their 
wives. 

16. Tea for student nurses and their 
mothers. 

17. Homecoming for nurses’ alum- 
nae. 

18. Dedication of new departments 
or equipment. 

19. Lectures on diets by dietitians 
and distribution of diet sheets. 

20. Thoroughly planned inspection 
of hospitals, with plenty of well in- 
formed guides, graduate nurses if pos- 
sible. Route sheets describing briefly 
the departments as they are visited; 
these sheets to be taken home and 
studied. 

21. Explanation by nurses of an 
operating room set up. 

22. National Hospital Day parade. 


144 


23. Blowing of factory whistles at a 
specified time to call attention to Na- 
tional Hospital Day. 

24. Suitable playlets whenever this 
is possible. 

25. National Hospital Day baby. 

26. Baby reunion. 

27. Broadcasts just before National 
Hospital Day and also program on 
trailers in theaters. 

28. Community program at night. 

29. National Hospital Day “extra” 
edition of newspaper at noon. 

30. Display of flags by merchants as 
on national holidays. 

81. Use of National Hospital Day 
trailers in theatres. 

32. Mention of National Hospital 
Day in merchants’ advertisements. 

33. Editorials in the local papers on 
National Hospital Day. 

34, Pageant by student nurses, medi- 
cal staff, high school or college stu- 
dents or others on the life of Florence 
Nightingale, medicine through the 
ages, the contribution of hospitals to 
social progress or similar topic. 

35. Announcement of new type of 
hospital service offered to the public, 
such as group hospitalization, flat 
rates, new types of clinics or hourly 
nursing. 





Receives Gift of Land 


Pinecrest Sanatorium, Powers, 
Mich., received a gift of eighty acres 
of high, timbered land adjoining the 
sanatorium grounds from G. A. Blesch, 
a member of the board of trustees. 





Marine Hospital, Chicago, 
Doubles Size by New Unit 


Surgeon-General Hugh S. Cumming 
and Dr. S. L. Christian of the United 
States Public Health Service, Wash- 
ington, D. C., and Dr. Walter L. Bier- 
ring, president of the American Med- 
ical Association, Des Moines, Iowa, 
were among the distinguished guests 
at the dedication of a new unit of the 
United States Marine Hospital of Chi- 
cago on February 18. 

The unit, which increases the bed 
capacity of the institution from 125 
to 225 beds, also contains approxi- 
mately twice as much space devoted 
to operating rooms, x-ray and clinical 
laboratories, dental offices and other 
special services as was available in 
the old building. 


In addition to constructing the new 
unit the old hospital building was ex- 
tensively remodeled and partially re- 
furnished. Additional residences for 
the medical staff and employees were 
built at the same time. The front en- 
trance to the hospital now faces to- 
ward Lake Michigan instead of to- 
ward the city. 

The total cost of the construction, 
not including new equipment and fur- 
nishings, was $600,000. F. J. Thielbar 
of Chicago was the architect. 





Correspondence 











Sirs: 

For years The MopERN HospiTAL has been 
my guide in stimulating thought for explora- 
tion of new fields but frankly I must take is- 
sue with your editorial on “‘suicides.’”’ (De- 
cember issue—Ed.) 

Beyond taking prompt measure in delirium 
cases by providing window guards, I person- 
ally feel there is very little any hospital exec- 
utive can do to prevent these unfortunate 
occurrences. My own observation is that 
invariably these people give no previous man- 
ifestation or expression of intention and I 
cannot help but feel that the hospital execu- 
tive carries enough of actual responsibility 
without being laden with this last suggestion. 

To date we have only had one of these un- 
fortunate occurrences and this happened to 
be one of my good friends for whom the ut- 
most was being done. Having gone through 
this actual experience, I happen to know first- 
hand whereof I speak. Obviously, deadly 
poisons should be kept far removed from pa- 
tients’ access and this is being done quite 
generally. 

Just what inspired this article I am indeed 
curious to know. The thought occurs to me 
that it may have been intended for some hotei 
journal where it would be in keeping with 
the times but just as impotent with respect 
to preventive measures. 

L. C. VON DER HEIDT, 
Superintendent. 
West Suburban Hospital, 
Chicago, Ill. 


Sirs: 

Relative to the article appearing on page 
106 of the January issue, can you tell me 
whether the Edgewater Beach Salad Book by 
Arnold Shircliffe, can be purchased? If so, 
where and for what amount? 

E. W. MEISENHELDER. 

West Side Sanitarium, 

York, Pa. 


Mr. Shircliffe’s book, “The Edge- 
water Beach Salad Book,” may be pur- 
chased from John Wiley, 954 Merchan- 
dise Mart, Chicago, at $5 a copy.—Ed. 


Sirs: 

“Just in Passing,’ Dr. Basil C. MacLean’s 
touch is more deft than accurate, his reason- 
ing more profuse than profound. And I seri- 
ously doubt that he has read the final report 
of the grading committee. 

Someone at some time has pointed out the 
hundred hours of chemistry—terrible. Has 
anyone ever asked him why, since a nurse 
spends three thousand hours in bathing pa- 
tients during her three years of training, she 
still may not be doing it well? In one hun- 
dred hours of chemistry a nurse learns more 
about balancing a chemical equation than she 
learns about bathing in three thousand hours 
of giving baths. Why not worry less about 
the chemistry and more about the instruction 
and supervision in bedside care? 

Incidentally, I know that the nursing care 
given the sick is appallingly mediocre. But 
why use our poor little curriculum as a red 
herring to obscure the trail to real reform? 

I should like to know if The MopERN Hos- 
PITAL has any policy about nursing? Some 
articles are exceedingly worthwhile. Those 
which aggravate may be quite as useful as 
any others. 

A. FAITH ANKENY, Chief Nurse. 

Corwin Hospital, 

Pueblo, Colo. 


The MODERN HOSPITAL 














Vol. 4 








with only ONE preseription 


for alll! 


EOPLE and their needs for medical service 

vaty. So do institutions and their needs for elec- 
tric refrigeration. Kelvinator long ago recognized 
that each refrigeration job was a special one and 
developed its principle of Exact SELECTION so that, 
for each type of installation, exactly the right equip- 
ment to do the job completely and economically 
could be provided. 


Consider how wise this practice is. It protects you 
from the waste of purchasing 
and operating more equipment 
than you need and, equally, 
guards against the possibility of 


an installation failing to come 





up to your expectations. In its 
more than 20 years of expe- 

rience, Kelvinator has developed ) 
so extensive a line of equip- 


Specialists in 
Controlled Temperatures 
Since 1914 
Air Conditioning [a 
Household Refrigeration 


Automatic Heating 
Water Cooling 














ment that any requirement can 
be met exactly... . KELVIN- 
ATOR CORPORATION, 14250 
Plymouth Road, Detroit, Mich- 
igan. Factories also in London, 
Ontario, and London, England. 


KELVINATOR 
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Truck Refrigeration 
Beverage Cooling 
Ice Cream Cabinets 
Milk Cooling 
Commercial Refrigeration 
for every need of 
merchants,manufacturers 
and institutions 


Lina Saat 
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The New Heidbrink 
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The ULTRA-ECONOMICAL 
Absorber Equipped Gas Apparatus 


Revolutionizes and simplifies gas anesthesia adminis- 
tration. 

Produces better anesthesia at greatly reduced cost. 
One tank of gas now goes as far as four or five tanks 
did using old methods. 

The patient’s condition is better during operation and 
post-operatively. 

Operation is easy. A simple dry-float kinetic type 
flowmeter controls, measures, registers and delivers 
each gas independently and accurately for all types of 
cases. 

Valuable exclusive features aid the anesthetist. 


FREE ILLUSTRATED CATALOGUE SENT ON 


The HEIDBRINK CO. 


2633 Fourth Avenue South 
MINNEAPOLIS, MINN. 


REQUEST 
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The SANI-TAB “ Anti-Colic”’ brand nipple 


utilizes the original ‘‘three-hole” feeding 





principle. Twenty-five years of scientific 
research have produced no improvement on 
this famous ‘‘Anti-Colic’”’ brand feature. 


In addition, SANI-TAB offers the patented 
‘‘tab"’ which eliminates contact of thumb or 
fingers with the inner rim of the sterilized 
nipples, and makes for easier handling in 
applying nipples to bottles. SANI-TABS 
last longer, too. Are you using “SANI- 
TABS”? Order a supply today from your 
surgical and hospital supply house. 





No. 151 No. 147 
**Anti- Colic” **Anti- Colic” 
brand, Sani-Tab. brand, medium. 
Pure amber gum. Standard style. 
Medium size Pure gum, black. 

only. 








DAVOL RUBBER COMPANY 


Providence, CD Rhode Island 
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A TEXTBOOK OF STERILIZATION. By Weeden B. Un 
derwood, B.S. in E. E. Erie, Pa.: American Sterilize) 
Co., Pp. 121 with 46 illustrations. $2. 


The conscientious hospital superintendent who reads thi: 
book will probably react as I did. If so, he will leave his 
comfortable reading chair for an immediate trip to hospital 
sterilizing rooms, book in hand, to check apparatus and 
methods against the lucidly recorded do’s and don’t’s of 
sterilization which the book contains. 

This compact volume presents in language both simple 
and clear, not only the fundamental facts of sterilization 
but also the actual mechanics by which safe, sterile mate 
rials may be prepared and processed for the hospital sur- 
gery and ward dressing rooms. 

The author does not content himself with a presentation 
of the correct method only. He continually warns against 
improper methods explaining how these pitfalls may be 
avoided. The material presented will be understood by any 
nurse or physician who has more than a passing acquaint- 
ance with a sterilizing room. To the student nurse the 
volume may well serve as an advanced text and a reference 
book. Its information is indispensable to three persons in 
every hospital, namely, the superintendent, the operating 
room supervisor and the chief engineer. 

Emphasis is laid upon the need to judge sterilization by 
temperature at the outlet of the sterilizing chamber rather 
than by pounds of steam pressure. The meaning and im- 
portance of “vacuum” and how to obtain it in proper degree 
are explained. The duties of the steam fitter as well as 
those of the nurse are set forth. Hospital sterilization is 
thoroughly covered, including dressings, sterile water, solu- 
tions, laboratory products, utensils, surgical instruments 
and rubber goods. The dangers of and preventive measures 
against pollution through back siphonage are presented by 
text and diagram. Packaging, drums, sterilizer controls, 
water distillation and many other topics are discussed. 

The facts are presented, in the main, from an objective 
viewpoint with little reference to features which might be 
controversial between rival manufacturers of equipment. 

Mr. Underwood is known to the field through his re- 
searches in sterilization as well as through previous publi- 
cations and appearances at hospital meetings.—C. W. 
MUNGER, M.D 





AN ACTIVITY ANALYSIS OF NURSING. By Ethel 
Johns, R.N., and Blanche Pfefferkorn, R.N. Prepared 
under the auspices of the Committee on the Grading of 
Nursing Schools. New York City: The Nursing Infor- 
mation Bureau, American Nurses’ Association, 50 West 
Fiftieth Street, 1934. Pp. 214. $2. 


Before nursing schools can prepare good nurses, it is 
necessary to know what good nursing is and how it can be 
taught. Consequently a job analysis became a grading 
committee project. 

To two competent nurse research workers, the committee 
turned over this task, and now comes a summary of their 
work, which they are careful to state is not final or complete. 

Setting out to define good nursing from the point of view 
of patient, physician, hospital administrator, community 
and nurse, the authors reach eight conclusions. Follows 
then a list of conditions requiring nursing care and the 
professional activities necessary to give it. The nurse’s 
activities (there are 798 in the first list alone) are broke: 
up into logical groupings.—MILDRED WHITCOMB. 
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Are You 


Getting the Full Benefits 

















of Modern 


Refrigeration? 


Time was when “ice machines" were 
used only for ice making, brewery 
and cold storage work. 

Today, Refrigeration serves in a 
dozen or more profitable ways. 
Other businesses in your line are 
using it for one or more of the fol- 
lowing jobs: 





Test and Research 





Air Conditioning 
Cooling drinking water 


Test and research work 





Processing foods, chemicals, etc. 














Cooling boxes and display cases 
Serving soda fountains and bars 


Precooling fruits before shipment 





Making block ice, ice cubes, ice chips 


Ice Making 
' or dry ice 





Keeping furs, flowers, candy, serums, 
etc. 








Ti ior 
eating Freezing ice cream and other desserts 
Transporting under refrigeration 
ny} iy? Sinking shafts in quick-sand 
() Quick-freezing fish, poultry, etc. 


Drying motors, cable wire, powder, etc. 












Let the nearest Frick man aid you in 
adapting Refrigeration, the New Tool of 
Industry and Business, to your particular 
problems. No obligations; but write, 
wire or phone today. 








ICE -MACHINERY :SUPERIOR SINCE /882 
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De TASTES good! 


Your patients want coffee to taste like coffee—not 
like mustard water or cold gravy. 

And hospital patients are notoriously critical, their 
palates sensitive, their tempers short. They have no 
patience with coffee that does not satisfy. 

You can be sure to please even the most aggravated 
case of hospital mouth if you always serve Continental 
Coffee. 

Continental is supplied in several blends—to suit 
every taste. It is on the way to you within 12 hours 
after roasting ... as fresh as coffee ever can be. Quality 
beans, perfectly roasted and blended, and delivered 
oven-fresh to your door! These are the reasons Conti- 
nental tastes so good, smells so good, looks so good. 

Ask the Continental representative who calls on you, 
or write to Department 313 for a testing sample with- 
out charge or obligation. There is no better way to learn 
the fine aroma, body and flavor of Continental Coffee. 


CONTINENTAL COFFEE CO. 


371-375 W. Ontario St., Chicago 


Be sure to send for Continental's Card of Rules for making Good Coffve 


ALWAYS 
S=S> = 


SSS Se == == 
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CONTINENTAL 


AMERICA'S LEADING 


eS 2a = => 
INSTITUTIONAL 


COFFEE 
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In Fracture Cases 


@ and where immobility is desired, 
Hospitals find the Mercy Auto- 
pan Bed fills a longfelt need. 





























































Different in principle from any other hospital bed. 


THE MERCY 
AUTOPAN 
BED 


hastens recovery because 
the patient is not disturbed 















































+++ gently raises the patient 
and serves the pan by the 
turning of a handle. 

















. +... is of particular benefit 
in the treatment of fractures 
8 and essential in cases where 
immobility is desired. 
































. .. +. requires only one at- 
tendant, regardless of the 
weight of the patient. 








“MATTRESSES cc 
AS BED PAN is LOWERED 





























..... supersedes the Brad- 
ford-frame and fracture 
boards, while the waterproof 
mattress eliminates the use of 
rubber sheeting. 








S erving the Pan 


by 
“TURNING A | 
HANDLE!” ack cpereted 


In this small space we cannot begin to tell you about 

the many unique features of the MERCY AUTOPAN 

BED. May we send you a copy of our illustrated 

circular and full information? It will pay you to get 
the facts. Write today. 


Manufactured by 


HOSPITAL APPLIANCES, Inc. 


PITTSFIELD, MASS. 





















































































NEWS FROM 
MANUFACTURERS 





New "Pyrex" Dish Resists Breakage 

A new “Pyrex” Petri dish designed to resist breakage 
has been announced by Corning Glass Works, Corning, N. Y. 
A strong reenforcing bead of glass around the rims 
strengthens the dish at its weakest point and enables it to 
withstand repeated mechanical shocks with little danger of 
chipping, it is stated. 

The other advantages of these dishes, according to the 
manufacturer, are: chemical stability which permits re- 
peated sterilization by hot air or steam pressure without 
clouding; heat resistance which reduces breakage during 
sterilization; transparency better than fine plate glass; 
harder than ordinary glass; tops and bottoms are inter- 
changeable. 





A Low Priced Duplicating Machine 
There are many uses for duplicating machines in hospi- 
tals. They may be used to prepare charts and graphs, 
office forms, notices and bulletins, accounting forms and 
examination papers for the nurses’ training school. 

A low priced duplicating machine especially designed 
for small users has been announced by L C Smith & Co- 
rona Typewriters, 
Inc., Syracuse, N. Y. 
The Vivid Junior is 
equipped with the 
“floating car- 
riage” found in the 
company’s most ex- 
pensive models, and it employs the new Vivid “Dupli-Pad.” 

Making reproductions with the machine is a simple proc- 
ess. The first step is to prepare an original or master 
copy. Next a Dupli-Pad is inserted into the grooves of the 
bed plate of machine and slid into place. The master copy 
is then inserted face down on the Dupli-Pad for from 10 to 
30 seconds, allowing the ink to be transferred from master 
copy to Dupli-Pad, then the master copy is removed and the 
machine is ready for use. 

The machine reproduces in one operation all of the vari- 
ous colors that may be used in preparing the master copy. 








Dishwasher Fits in Small Space 

An electric dishwasher that is adaptable to either small 
or large kitchens, simple in design and low in price, has 
been announced by Surgex Manufacturing Co., Fourth 
and Madison Streets, Oakland, Calif. The Surgex is built 
in but one pattern and size. Capacity is determined by 
the combination of sinks and arrangement of units. It has 
only one moving part—the impeller, which is connected 
directly to the motor. 

When dishes are to be washed, the machine is set into 
the sink and the cord is plugged into the light socket. The 
dishes, set edgewise in the basket, are placed directly in 
front of the machine with the sink compartment about 
half full of water. By the Surgex method, all dishes are 
first soaked in tepid water, then washed in hot, soapy water 
and finally rinsed in scalding water. 

The machine is designed for use with sheet metal sinks 
of two, three and four compartments. 
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Ten of Many Aids 


BY WHICH COLSON 

HELPS THE HOSPITAL 

TO DO GOOD WORK 
BETTER 


SO 





40) 


\ j 


1. Food conveyor for serving hot, appetizing meals directly 
to the patients. 2. Oxygen truck, with which a nurse can 
easily handle the heavy tanks. 3. Tray truck of compact 
construction, large shelf area. 4. Superior hospital wheel 
chair by Colson. 5. Wheel stretcher with laced litter: 
6. Portable book truck which carries its selection of vol- 
umes to the bedside. 7. Easy-running bed caster, silent and 
durable, the standard for hospital use. 8. Quiet platform 
truck, tip style, for handling bulky, heavy loads. 9. Rubber 
tired hand truck for swift, silent service. 10. Caster with 
positive foot-brake, for use under heavy portable equipment. 

Shown are only a few pieces of efficient, long-lived 

Colson equipment which render more effective 

the skilled efforts of hospital personnel and contribute 

in no small measure to the comfort of the patient. If 


your reference files are not complete or not up to date 
on the subject of Colson equipment, write today to 


THE COLSON CO. + ELYRIA, O. 


Display Rooms at 
215 FOURTH AVENUE 14836 MERCHANDISE MART 
NEW YORK CITY CHICAGO, ILLINOIS 
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Better Beds 


for the MODERN 


Hospital. . . 












Positive in Action 
Easy to Operate 





WD HOSPITAL BED 


The above illustration demonstrates just one instance 
of superior design and construction characteristic of 
all Inland Hospital Beds. It shows the complete safety 
of the patient on an Inland Bed. Both men, seated at 
the extreme top of the spring, are easily raised or 
lowered without the slip of a notch. 

Many of the country's leading hospitals and institu- 


h ] tions have selected Inland 
Remova € Products because they are 
SAFETY SIDES 


dependable, attractive, and 
Can be supplied to fit your pres- comfort giving. 
ent beds, or may be obtained 


with any Inland Model, such as 
No. 766, illustrated below. We 
also feature a new, inexpen- 
sive portable back rest, for 
use on any bed, adjustable 
to 6 positions. Write for il- 
lustrated literature and prices. 


WRITE TODAY 


for literature 
and prices. 





























c NO. 766 HOSPITAL BED 


NO. 10 REMOVABLE SIDES 
INLAND SPECIAL 2-PIECE HOSPITAL MATTRESS 


INLAND BED CO. Manufacturers 


BEDS * MATTRESSES * METAL FURNITURE 
3921 S. Michigan Ave. 


Chicago, Illinois 








Plate Glass Absorbs Heat 


A new type of plate glass that differs from ordinary 
plate or window glass has been announced by Libby- 
Owens-Ford Glass Company, Teledo, Ohio. “Aklo” plate 
glass is a glass of special chemical composition which has 
the peculiar property of being able to absorb heat, and 
thus reduces the amount of the sun’s heat entering through 
a window during the summer. It is more resistant to 
sudden temperature changes than ordinary window glass, 
according to the manufacturer. 

This type of glass, like ordinary window glass, does not 
transmit heat waves thrown off from a radiator or other 
heating device in a room and so will not cause heat to 
leave the room in the winter when it is desired to keep the 
heat in the room, the manufacturer explains. 

Aklo plate glass, however, is designed to absorb heat 
energy from all other light sources that contain heat 
energy, as well as from the sun. As there are many occa- 
sions where it is desirable to transmit light without the 
heat energy that accompanies it, there should be many 
applications for a glass of this type in the hospital. 





Metal Furniture for Hospitals 


Graceful curves, softly rounded corners and pleasing 
ornamentation have replaced the straight lines, the sharp 
angles and the metallic harshness to which metal furni- 
ture was formerly restricted. Its durable construction, 
economy of maintenance and the pleasing atmosphere it 
creates in a room have led many hospitals to use this 
type of furniture. 

Interesting suggestions regarding the manufacture of 
metal furniture and its application in hospitals are con- 
tained in a booklet prepared by Doehler Metal Furniture 
Company, Inc., New York City. Illustrations in color show 
clearly the attrac- 
tive arrange- 
ments that may 
be achieved in pa- 
tients’ and nurses’ 
rooms. 

Included in the 
company’s line 
are strikingly at- 
tractive metal 
tables especially 
designed for use 
in cafeterias and dining rooms. The tops of the standard 
models are surfaced with battleship linoleum cemented to 
the steel tops and bound on all edges by stainless steel bind- 
ing. The accompanying illustration shows a double pedestal 
model table. Special chairs are available to go with the 
tables. 

The company’s Catalogue No. 33 shows a wide line of 
metal hospital equipment, including various kinds of 
tables, cabinets, stands, nurses’ desks, bassinets, wheel 
stretchers and conveyors. 








Custom-Made Metal Sinks 


Custom-built stainless metal sinks to meet any dimen- 
sional or appearance demand are announced by the John 
Van Range Company, Eggleston Avenue, Cincinnati. The 
sinks are fabricated of 14-gauge metal, with all welded 
construction, and all joints are ground and polished to give 
them a one-piece appearance. Horizontal and vertical cor- 
ners are coved to a %-inch radius, leaving no crevices to 
accumulate grease or dirt. 
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IDENTIFICATION 





bracelet; if a girl, pink beads are added. 


pink and blue beads, 100 water- 
proof 18-inch strings, 100 lead 
seal beads, pliers, in box......$25.00 


Initial Beads, asstd. as 
wanted, per 100.............. .. 6.00 BEAD 
Pink or Blue Beads, per 500.._ 1.50 
Waterproof Strings, 18-in., 
I ER aoe esa 2.90 
Lead Seals, per 100.............. 1.00 
Necklaces, Blue or Pink, 














stun SHARP-& SMITH 


CHI CACO | ILL NEW YORK CITY 


Tryparsamide Merck Is The Chemotherapeutic 
Agent of Choice in the Treatment of Neurosyphilis. 





MERCK &CO.Inc. Manufacturing Chemists RAHWAY, N.J. 





Hospitals build prestige with this visible proof of accurate identifi- 
cation. Baby-Beads are easy to use. The nurse prepares the sur- 
name in lettered beads when the patient enters the hospital. If a 
boy is born, blue beads are added to complete the necklace or 


Baby Bead Outfit Complete, 50 beads each of alphabet, 500 each 








DISPOSE 
WASTE 


SOLAR WASTE 
RECEPTACLES 


—invite use 












They make it easy to 
“Dispose of Waste 
Here."’ In corridors and 
wash-up rooms. In the 
Diet Kitchen, Laboratory, or Solarium—everywhere— 
they help you keep your buildings clean, neat, attractive. 
The swinging top opens at a touch and silently closes again. 
Many sizes and a variety of finishes. Send for booklet and 
prices today. 


SOLAR-STURGES MFG. CO. 


Melrose Park, Illinois 










TRYPARSAMIDE MERCK 


Sodium salt of N-phenylglycineamide-p-arsonic acid 


Caunct . Aevop fol 
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TOUGNM RUBBER-LIKE 


—INJI X04: 


Fist ... by hosts of wax users from coast to coast 
Second . . by floor covering manufacturers. Thied |. by 


recognized laboratories. . by the United States 
government. You, too, may approve ‘ond adopt Rubber-Gloss 
wax exclusively, when you have made comparative tests. 


FRANKLIN RESEARCH COMPANY - PHILADELPHIA 


Distributors in all principal cities 




























PAYSON'’S 
INDELIBLE 
INK... 


NOT JUST 
BECAUSE 

IT IS ONE 
HUNDRED 
YEARS GOOD 
BUT BECAUSE 
IT IS THE 
BEST, MOST 
LASTING 

INK IN THE 
WORLD. 


SOLD DIRECT TO HOSPITALS 
PAYSON’S INDELIBLE INK CO., Northhampton, Mass. 

















LEADING HOSPITALS 
SELECT WITT CANS 


... because 


In tests at the Pitts- 1. Their improved design and snug- 
burgh ge I Labora- fitti ‘ 
tory, Witt Gans were itting covers make them moisture- 


proved from 50% to + 7 
car GE ahoaumes: proof, dust-tight, and odor-tight. 
definite proof of their 

ability to ‘stand the 2. WITT CANS last three to five 
gaff'' and give years of e . 

good service. times as long as ordinary Cans, 


minimizing Can replacements. 


. They retain their bright, silvery 
finish longer — always neat and 
distinctive in appearance. 


| Ask your supply house—or write 
us for catalog and prices. 

















A New Mattress Filler 


An improvement in mattress fillers for hospital beds 
and operating table pads has been announced by Armour 
Curled Hair Works, 1355 West Thirty-First Street, Chicago, 
This new Armour product is called Hairflex and is a com- 
bination of latex rubber and curled hair molded to various 
sizes and specifications. It is adaptable to all hospital uses 
and conditions, according to the manufacturer. Resiliency, 
light weight, ease of sterilization and long life are the 
advantages claimed for the product. 





Oil Furnace for Water Heating 


An oil furnace for commercial water heating, the G-H 
Oil Furnace, has been placed on the market by General 
Electric Company, Schenectady, N. Y. The furnace is de- 
signed to burn low priced fuel (light industrial fuel oil), 
and is completely automatic in operation. 





New Trade Catalogues and Pamphlets 

Modernize With Mohair—Carpets, draperies and uphol- 
steries in new designs are described effectively in a series 
of folders issued by L. C. Chase & Co., Inc., 295 Fifth 
Avenue, New York City. Information is now also available 
on a new mohair woven by Goodall-Sanford representing 
an entirely new type of upholstery fabric. This comes in 
thirty-six new colors. Mohairs are also now available with- 
out a pile surface, some even resembling hand _ blocked 
linens and executed in many different designs. 


For Oxygen Starved Patients—A tirelessly working valet 
in the oxygen therapy department is the Oxygenaire, de- 
scribed in a booklet by the American Hospital Supply Corp., 
Merchandise Mart, Chicago. Also, this machine displays a 
fellow feeling for the budget because, according to the 
manufacturer, it delivers oxygen to the patient at greatly 
reduced costs. 


Air Conditioning a Therapeutic Aid—If you contemplate 
air conditioning the operating room or nursery or nine-bed 
ward, investigate “exact selection” as explained in a new 
booklet by Kelvinator Corp., Plymouth Road, Detroit. Ex- 
act selection, as stated, is a unique method of meeting in- 
dividual requirements with exactly the right equipment. 


When Kitchens Are Factories—If bake shops and 
kitchens are factories, why not equip such food workshops 
with electric cooking and baking units, suggests the Edison 
General Electric Appliance Co., Inc., 5600 West Taylor 
Street, Chicago, in Catalogue B-700. Inducements to study 
this catalogue of electric appliances include columns on 
“why and where they are used” and “how they are made.” 


A Birthday and a Catalogue—Celebrating its twentieth 
anniversary, Will Ross, Inc., 779 North Water Street, Mil- 
waukee, recently produced what is termed its most com- 
prehensive catalogue. New items and improvements in 
products parade through the 120 pages, offering a profu- 
sion of suggestions for the equipment of hospitals and san- 
atoriums. 


Ensembles for Student Nurses—Price lists and pictures 
are only half the story told by the new catalogue of train- 
ing school apparel issued by Marvin-Neitzel Corp., Troy, 
N. Y. Swatches in color, of bright chambray and gingham, 
enliven the descriptive material while samples in white aid 
in the selection of white uniforms. To complete the nurse’s 
ensemble, swatches of dark blue or vivid red guide in the 
purchase of a cape made to face any sort of weather. 
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